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Versatile, efficient, labor-saving 





se “ wae 


TILT PATIENT TO BED 


The most modern means of patient handling 

is the HAUSTED Easy Lift wheel stretcher. 
This one unit carries a patient safely, comfortably 
from Receiving, through Surgery, Recovery 

and even to bed. The exclusive two-way tilt and 
slide feature enables one tiny nurse to transfer 

a heavy patient to bed safely and effortlessly. 


Complete line of accessories for every need 

is stored on the unit, readily available. 
HAUSTED engineering and construction assure 
years of trouble-free, dependable service. 





SLIDE PATIENT ON BED SAFELY 


Write for complete details on the HAUSTED 
Easy Lift. Address 


HAUSTED 


Division of Simmons Company 
Medina, Ohio 


I ; 
XX 


The mark of quality and leadership in the 
production of patient handling equipment. 





AN 


IMPORTANT STATEMENT ON 


BACTERIAL SENSITIVITY TESTING 
WITH THE NITROFURANS 


The 


individual nitrofurans — ALTAFUR, 


FURADANTIN, 


FuROXONE, Furacin—are not interchangeable either in 


clinical application or in susceptibility testing. Although 


chemically related, these compounds differ to a highly 


significant degree in their range of antibacterial activity 


as well as in solubility, diffusion rate, and other physical 


characteristics. For this reason, SeNns!-Discs* containing 


each of these nitrofurans are provided for appropriate 


disc plate testing. Results are valid only for the compound 


tested. Cross-interpretation will lead to erroneous con- 


clusions. 





Nitrofuran 


Antibacterial Spectrum 


Clinical Application 


For Disc Plate 
Test Use 





ALTAFUR® 
(brand of furaltadone) 


FuRADANTIN® 


(brand of nitrofurantoin) 


Furoxone® 
(brand of furazolidone) 


Furacin® 
(brand of nitrofurazone) 


Wide. Particularly 
effective against 
staphylococci, including 
antibiotic-resistant 
strains. 


Wide. Highly active 
against urinary tract 
pathogens. 


Wide. Especially 
effective against 
enteric pathogens. 


Wide. Encompasses 
most surface pathogens. 


Systemic infections, 
including those of the 
respiratory tract and 
soft tissue. (Rapidly 
absorbed, low urinary 
excretion.) 


Urinary tract infections. 
(Rapidly absorbed, high 
urinary excretion.) 


Enteric infections. 
(Min‘mal systemic 


absorption.) 


Used topically only. 


ALTAFUR 
Senst-Discs* 


FURADANTIN 
Senst-Discs* 


FUROXONE 
SEns!-Discs* 


FURACIN 
Senst-Discs* 





*Available from the Baltimore Biological Laboratory (Division of Becton, Dickinson & Co.), Baltimore 18, Md. 


NITROFURANS—a unique class of antimicrobials 
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Spray 
Discomfort 


Litty 


QUALITY / RESEARCH / INTEGRITY 


Aerosol SURFACAINE® 
safe, faster-acting topical anesthetic 


Aerosol application of Surfacaine provides almost instant relief of 
topical pain and discomfort. The mistlike spray permits fine dispersion 
of the preparation and facilitates prompt surface anesthesia. Aerosol 
therapy saves time, eliminates waste, prevents contamination, and 
obviates direct contact with affected areas. Aerosol Surfacaine is espe- 
cially useful in: 


e abrasions of the skin 

e thermal and chemical burns 

e painful external rectal and vaginal conditions 
e postsurgical wounds (especially episiotomies) 


Available in 2-ounce units. Surfacaine® (cyclomethycaine, Lilly) 


ELI! LILLY AND COMPANY ° INDIANAPOLIS 6, INDIANA, U.S.A. 


( 061102 
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Type 1-L.A single-lane Folder for large pieces. 
Used with any 110” or 120” Ironer. 








Type 2EF-LM.A 2-lane or single-lane Folder for 
both large and small pieces. The flip of a switch 
will change it from two to one or one to two-lane 
operation. Use it with any 110” or 120” Ironer. 





Type 2EF-LS. Control automatically changes 
Folder back and forth for two-lane or single-lane 
operation as different size pieces pass through. 
Folds large and small pieces directly from any 
110” or 120” Ironer. 





Type 2EF-FS, A 2-lane or single-lane Folder 
especially designed for family service flatwork. 
A “pick-up” conveyor delivers pieces too small 
for mechanical folding to a Receiving Tray 
beneath the Delivery Table. Change back and 
forth for one or two-lane operation is automatic. 





Type 3EF-BA, Automatically folds bib aprons 
in three 40”-wide lanes directly from any 120” 
Ironer. A manual selector instantly combines 
the three lanes into a single 120”-wide lane for 
folding large pieces. 





Type 4EF, Four lanes, two lanes or one lane as 
you need them. The four 30”-wide lanes operate 
independently, boost production by eliminating 
stagger-feeding. A manual control also sets 
Folder for operation of two 60”-wide lanes or 
one 120”-wide lane. 





‘Py Type 4UF-BA. Four, three, two, or single-lane 
folding with the flip of a switch! Ideal for part- 
time folding of bib aprons. Manual control sets 
Folder for 4 lanes (two 40” and two 20”-wide), 
3 lanes (each 40”-wide), 2 lanes (each 60”-wide) 
or 1 lane (120”-wide). 


Type 5EF, Five, three, two or one-lane opera- 
tion gives unusual flexibility to handle a wide 
variety of flatwork on a single Folder. Simple 
control changes from 5-lane (each 24”-wide) to 
3-lane (two 48”-wide and one 24”-wide) to 2- 
4 lane (one 72”-wide and one 48”-wide) or to 1- 


lane (120”-wide) as needed. 





Type 5EF-BA. The same five, three, two and 
one-lane flexibility as the Type 5EF, plus 
special features for plants using a 120” Ironer 
part time for bib aprons. 





Ask your American representative to arrange for you to see 
our new motion picture on the TRUMATIC FOLDER. 





for better service... 
for lasting beauty 


furniture of 
advance design 


1, Buunswick Se. 

















for the tr ining room 


Send for catalog and prices on the complete line of Brunswick 
Furniture of Advanced Design—Seating- Tables» Cabinets- Desks 


Addr JOUT UNG yt 
The Brunswick-Balke Collender Company 





hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1960 


Aug. 29-Sept. 1—62nd annual meeting, San Francisco (Civic Audi- 
torium and Jack Tar Hotel) 


MEETING AND INSTITUTE 
CALENDAR 
THROUGH OCTOBER 1960 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


MAY 


16-18 American National Red Cross, Kansas City 


16-18 Hospital Law, Washington, D.C. (Willard Hotel) 

16-18 Patterns and Principles for Auxiliary Leaders, Chicago (AHA 
Headquarters) 

16-19 Hospital Dental Service, Atlanta (Henry Grady Hotel) 

23-25 Canadian Hospital Association, Toronto (Park Plaza) 

23-26 Evening & Night Nursing Service Administration, Seattle 
(New Washington Hotel) 

23-27 Dietary Department Administration, Washington, D.C. (Wil- 
lard Hotel) 


| 26-27 Tennessee Hospital Association, Memphis (Peabody Hotel) 
| 30-June 2 Catholic Hospital Association, Milwaukee (Auditorium) 


JUNE 


6-10 Food Purchasing, Chicago (AHA Headquarters) 

7-8 Maine Hospital Association, Rockland (Samoset Hotel) 
Connecticut Hospital Association, Berlin (Connecticut Light 
and Power Co.) 

6-8 North Carolina Hospital Association, Morehead City (More- 
head Biltmore Hotel) 


| 11-16 American Society of X-Ray Technicians, Cincinnati (Nether- 


land Hilton Hotel) 

13-15 Personnel Administration (Advanced), Chicago (AHA Head- 
quarters) 

13-17 American Medical Association, Miami Beach (Miami Beach 
Hall) 

19-21 Michigan Hospital Association, Traverse City (Park Place 
Hotel) 

19-24 American Society of Medical Technologists, Atlantic City 
(Hotel Ambassador) 

20-22 Mississippi Hospital Association, Biloxi (Buena Vista Hotel) 

20-24 Hospital Pharmacy (Basic), Columbus (Ohio State University) 

20-24 Dietary Department Administration, San Francisco (Whit- 
comb Hotel) 


| 26-July 2 American Physical Therapy Association, Pittsburgh 


(Penn-Sheraton Hotel) 


27-29 Comite des Hopitaux du Quebec, Quebec City (Provincicl 


Exhibition Grounds) 
29-July 1 Nursing Home Administration, Chicago (AHA Head- 
quarters) 


JULY 


11-13 Methods Improvement, Omaha (Sheraton-Fontenelle Hotel) 
18-22 Hospital Engineering, Los Angeles (Biltmore Hotel) 


AUGUST 


Safety and Insurance, Denver (Cosmopolitan Hotel) 
Hospital Pharmacy (Basic), Minneapolis (University of Min- 
nesota) 
Hospital Administration, Oklahoma City (Oklahoma Biltmore 
Hotel) 
American Society of Hospital Pharmacists, Washington, 
D.C. (Shoreham and Sheraton-Park Hotels) 
American Pharmaceutical Association, Washington, D.C. 
(Shoreham and Sheraton-Park Hotels) 
National Association of Boards of Pharmacy, Washington, 
D.C. (Shoreham and Sheraton-Park Hotels) 

21-26 American Association of Blood Banks, San Francisco (Jack 
Tar Hotel) 

21-27 American Association for Hospital Planning, San Francisco 

(Continued on page 123) 
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low price plus quality... 


use once or reprocess ! 


KENWOOD PLASTIC TUBES 


You can help your hospital control rising operating costs, 
save valuable time as well — with Kenwood Plastic Tubes. 
They’re priced exceptionally low for one-time use, yet 
made of highest quality materials to take repeated 
reprocessing. Each tube is individually wrapped in 
heat-sealed polyethylene . . . sterile where required .. . ready 
for application without delay. Distal ends and eye 
openings have satin smooth edges — connectors and 
adaptors are permanently attached. Each tube is uniform, 
odorless, tasteless and non-toxic. The quality is 
unconditionally guaranteed! There’s a Kenwood plastic 
tube for every use — ask your Will Ross, Inc. representative 
to show them all to you. Write for brochure. 


General Offices: Milwaukee 12, Wis. 
cy Q Ss & : Atlanta, Ga. « Baltimore, Md 
y : Cohoes, N.Y. « Dallas, Texas 
° Minneapolis, Minn. e Ozark, Ala. 
INC. 


Urinary Drainage Tubes 
Stomach Tubes 


Rectal Tubes 


PRODUCTS YOU CAN TRUST FROM PEOPLE YOU KNOW 
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to make the most of your talents and techniques... 


A Most Significant “Signature” in Surgery 


This famous ‘‘Signature’’ identifies every instrument in the superb new 
line of surgical forceps created by V. Mueller. The ‘“‘Signature’’ line is 
made in limited supply expressly for the surgeon who seeks the same 
perfection in his instruments as he seeks in himself. This great new line 
compromises neither with quality nor with mass production economies. 
We will be pleased to send our ‘Signature’ brochure at your request. 


VMUELLER & CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 


830 S. HONORE STREET, CHICAGO 12, ILLINOIS e DALLAS e HOUSTON e LOS ANGELES e ROCHESTER, MINN. 
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REPORT: 
Patient resting 
comfortably 


REASON: Beautyrest 


For patients who spend 24 hours a day in bed there is 
no substitute for natural rest. And many hospital 
authorities agree that, in sleep equipment, there is no 
substitute for the restful comfort provided by the 
Beautyrest* mattress—made only by Simmons. 


No matter what their weight, patients get uniform 
body support on Beautyrest. Individually pocketed 
coils adjust in direct proportion to the pressure put 
on them. The patient gets the comfort he wants...the 
firm support his doctor demands. 


Beautyrest mattresses, too, are exceptionally kind to 
the hospital maintenance budget. Independent labo- 
ratory tests show that Beautyrest lasts three times 
longer than the next-best mattress tested. That’s the 
economic reason why so many hospitals buy Beautyrest. 


Our booklet ‘“‘Why Beautyrest?” is yours for the asking. 


"CONTRACT 


Merchandise Mart * Chicago 54, Illinois 


DISPLAY ROOMS: Chicago * NewYork °¢ Atlanta 
Columbus ¢ Dallas * San Francisco * Los Angeles 


*Trade-Mark Reg. U.S. Patent Office 
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Beautyrest Mattress 


To Simmons Company, Contract Division 4-5 
Merchandise Mart, Chicago 54, Illinois 


Please send me free copy of ‘‘Why Beautyrest?” 


Name 





Hospital 





Address 
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OTIS ELEVATOR COMPANY 


10 





260 ELEVENTH 





AVENUE 





DEFIANCE 
HOSPITAL, INC. 


Defiance, Ohio 
A non-profit 
organization dedicated fo 
better community health 


DEFIANCE HOSPITAL, constructed 
and owned by the City of Defiance, 
is leased and operated by a non- 
profit corporation known as Defiance 
Hospital, Inc. This hospital has been 
a constantly growing institution in a 
population area of approximately 
30,000. It opened in August 1951 as a 
63 bed institution and was enlarged 
in 1957 to 94 beds and 20 bassinets. 
The number of patients treated each 
year has always exceeded the previ- 
ous years. 


NEW YORK 1, N.Y. 


HOSPITALS, J.A.H.A. 





“We have a highly satisfactory elevator situation here at 
DEFIANCE HOSPITAL," says HOMER W. CONNOR, 


Administrator. 


“In July 1957, we added a second passenger elevator. It is an 
ae OTIS, the world's finest. At the same time we put it under 
ministrator 
OTIS MAINTENANCE. 


‘To date, we have had only two minor trouble calls in addition to our regular 


examinations. These calls were handled with a promptness that was 


mighty reassuring when you consider the importance of uninterrupted elevator 


service in a hospital. 


‘Another thing we like about OTIS Maintenance is the use of local men 
with their local viewpoint and firsthand knowledge of the ideals that 
have built the fine reputation of our hospital. These men have a local 


pride in the performance of our OTIS Elevator. 


‘In addition, it's nice to know that we have local men in a world-wide 
organization like OTIS who are highly qualified by factory-and-field 


training and experience to give unexcelled service."’ 


Fitness RA 


THAT KEEPS ELEVATORS RUNNING LIKE NEW 





OFFICES IN 297 CITIES ACROSS THE UNITED STATES AND CANADA 
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Q: What effect has OZIUM glycolized spray on airborne 


bacteria? 

: Germs need moisture to live and propagate. OZIUM 
(high pressure) spray coats airborne micro organisms 
with a hygroscopic glycol film, interferes with their 
metabolism, blocks their growth. 


Q: How long will the OZIUM spray remain effective in 


the air? 


A: This depends on varying conditions, such as drafts, 


temperature, humidity and traffic, but tests indicate 
that OZIUM glycolized spray will remain effective as 
long as two or three hours after one spraying. Bac- 
teriological tests made at a very large industrial plant 
show that bacteria count was reduced by 80% two 
hours after OZIUM spraying. Eight tests were con- 
ducted during this two-hour period (copy of verifying 
letter mailed on request). 


: Has OZIUM itself any odor? 

: Yes, a light, fresh fragrance is added to the triethylene- 
propylene formula as an indicator. The fragrance 
quickly fades while the glycol spray continues its effec- 
tive work. No annoying after-odors are encountered. 


: Has OZIUM any value in holding down bacteria-laden 
dust and lint? 


A: Yes. The glycolized hygroscopic spray literally sweeps 


the air and will even help remove eye-smarting tobacco 
smoke. 


: Will OZIUM help our sanitizing program? 


: Yes, but it should be used in conjunction with a 


thorough sanitizing plan including surface-cleaning 
germicidal detergents and soaps. 


: Is OZIUM economical in use? 
: Very much so. The No. 500 Ozium dispenser releases 


500 or more individually measured sprays — thus, 
specific spray dosage is dispensed and wastage 
eliminated. ° 


: Where should OZIUM be used? 


: Wherever air sanitizing is necessary, and especially 


where it is desired to effectively remove medicinal and 
body odors as well as those emanating from burns, 
cancer, colostomies and gangrene. 


: Where do we buy OZIUM? 


: Your supply dealer probably has stocks. If not, he 
can obtain them promptly from us. Professional 
OZIUM is not sold through retail stores. 


: What do hospital executives say about OZIUM? 
: “We find OZIUM very beneficial for reducing air- 


borne bacteria and removing bothersome odors . . . 
we use it throughout our buildings.” 


® 
s 
| 


WITH FINGER-TIP ACTION —AND MEASURED SPRAYS 


WOODLETS INC. 
2048 NIAGARA STREET 
BUFFALO 7, NEW YORK 
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introducing the aubtors 


Mrs. Anne Gross, director of vol- 
unteer services at Mount Zion 
Hospital and 
Medical Center, 

San Francisco, 

describes some 

of the problems 

encountered by 

the hospital vol- 

unteer due to 

the fact that she 

is supervised by . 
three “heads” A 
within the hos- MRS. GROSS 
pital organiza- 

tion (p. 48). 

Prior to joining the Center’s 
staff in 1956, Mrs. Gross was en- 
gaged in public relations and fund- 
raising activities for the New York 
firm of Holland Estill Associates. 
She also has been associated with 
the Muscular Dystrophy Associa- 
tion of San Francisco, the Ameri- 
can Association for the United Na- 
tions (San Francisco), the United 
Bay Area Crusade and with the 
Community Chest of San Fran- 
cisco. 

Last month Mrs. Gross served as 
secretary of the section for direc- 
tors of volunteer services in hos- 
pitals during the annual meeting 
of the Association of Western Hos- 
pitals. Mrs. Gross is a past chair- 
man of the Association of Hospi- 
tal Volunteer Directors, Northern 
California. 

She is a graduate of Sarah Law- 
rence College, Bronxville, N.Y. 
Mrs. Gross has completed several 
courses towards her master’s de- 
gree in psychology at Columbia 
University. 


Mrs. Helen K. Johnson explains why 
the executive housekeeper should 
be a member of 
the planning 
committee for 
new hospital fa- 
cilities (p. 101). 

Mrs. Johnson 
joined the staff 
of The Mennin- 
ger Foundation 
in Topeka Kans., 
as executive 
housekeeper in 
1946. 


MRS. JOHNSON 
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Mrs. Johnson currently serves as 
a member of the Committee on 
Housekeeping in Hospitals, Ameri- 
can Hospital Association Council 
on Administrative Practice. 

A member of the National Exec- 
utive Housekeepers Association, 
Mrs. Johnson is graduate of the 
short course in hospital housekeep- 
ing of Michigan State University. 
She has completed courses in per- 
sonnel management, advance su- 
pervisor orientation and work sim- 
plification offered through the 
University of Kansas extension 
program. 

Mrs. Johnson attended the Uni- 
versity of Kansas, Lawrence. 


Glenn R. Stevens makes recommen- 
dations for developing good com- 
munications 
between the en- 
gineering and 
purchasing de- 
partments, par- 
ticularly as they 
relate to speci- 
fications for 
equipment and 
supplies (p. 86). 

For the past 
seven years Mr. 
Stevens has 
served as director of engineering 
service for the Department of 
Medicine and Surgery-Operations, 
Veterans Administration, Washing- 
ton, D.C. From 1950-53 he served 
as chief of the Maintenance and 
Operations Division of the VA 
Construction Service in Washing- 
ton. Mr. Stevens brought to his 
Washington posts more than 15 
years of experience as a hospital 
engineer and resident engineer for 
alterations and improvements at a 
number of VA hospitals. He has 
also served as director of con- 
struction, supply and real estate 
for the VA Branch Office No. 6 in 
Columbus, Ohio. 

Mr. Stevens received his bache- 
lor’s degree in civil engineering 
from Union College, Schenectady, 
N.Y. A registered professional en- 
gineer in the District of Columbia, 
Mr. Stevens is a fellow of the 
American Society of Civil Engi- 
neers, 


MR. STEVENS 





Incapacitated 
Patient 


LIFTING 


AND 


WEIGHING 


is no problem 
WITH A 


PORTO 
irt 


With increased versatility and new 


accessories .. . such as the easy-to- 
install, 300 pound capacity scale... 
Porto-Lift ends forever the strain 
and discomfort of patient lifting, 
moving and weighing. 
For easier, effortless patient handling, 
specify Porto-Lift. 
Ask your medical dealer for a demon- 
stration... or write: 
PORTO-LIFT 
MANUFACTURING CO 


HIGGINS LAKE, 
MICHIGAN 





This label: 


KOROSEA 


guarantees extra 
sheeting service! 


You are guaranteed extra wear 
from hospital sheeting by look- 
ing for one name: Koroseal. 

Koroseal sheeting outlasts 
ordinary products. It’s water- 
proof, crease-proof, and resist- 
ant to stains. It’s easily washed 
with soap and water, deters 
odor—and can be autoclaved 
without sticking, cracking or 
falling apart. Koroseal often 
outlasts other products by 
years. 

If cost-saving is your objec- 
tive, demand Koroseal sheet- 
ing. It’s by far the least expen- 
sive in the long run—and meets 
rigid specifications. 

For information about Koro- 
seal hospital sheetings and 
films, call your dealer—or 
write to: Hospital and Surgical 
Supplies Department, The 
B.F.Goodrich Company, 
Akron 18, Ohio. 


B.EGoodrich 


Hospital and 
Surgical Supplies 
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Model M:-E>: 


LT 


= 


> M. E. construction . . . Monel 
End Ring welded to nickel clad 
interior for complete armor 
agoinst rust or corrosion. 


> Improved external appear- 
ance — easier to keep clean. 


D Unitized Control Panel incor- fa em Model M. E. Sterilizers meet the modern need 


porates Indicating-Recording- 


Seitealiine: Tenemenaine for large capacity steam sterilization of everything from 


surgical and obstetrical packs to treatment trays or flasked 
solutions. They have many specific features which make 
them easier, faster and more comfortable to use and less 


> Improved door hinge simplifies 
closing. 


> Cyclomatic Control assures 
correct sterilization cycle with costly to maintain. 


oc canine ae But the truly exclusive feature of the American M. E. is 
the integrity of design and manufacture which is summed up 
in the phrase “made by American Sterilizer.” Only from 
that priceless ingredient can you derive the ultimate in 
convenience, efficiency and lasting economy. 


p> Vacuum drying keeps work 
area cooler and drier. 


P Solution exhaust valve speeds 
cooling of flasked fluids. 


> Exclusive steam-lock door as- 4 


sures complete safety. Write for Bulletin SC-305 


AMERICAN 


STERILIZER Offices in 14 Principal Cities 


my ERIE*PENNSYLVANIA 


usr 
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Sterilizing the Gut 





the synergistic intestinal bactericide 


It is impossible to sterilize the patient’s gut in your office sterilizer, 
but intestinal antisepsis can be assured by administering Actol be- 


fore and after surgery. 


In vitro tests show Neomycin Sulfate and Polymyxin B Sulfate in 
combination exert a synergistic action from 2 to 10 times as effective 
against susceptible organisms as either antibiotic alone.* 


Actol is bactericidal to both gram-positive and gram-negative organ- 

isms specifically associated with intestinal infections*— 
Escherichia coli - Aerobacter aerogenes + Pseudomonas aeruginosa 
« Staphylococci - Enterococci + Streptococci + Proteus vulgaris - 
Shigella paradysenteriae - Shigella dysenteriae - Salmonella species. 


After oral ingestion, 3% of the total intake is the largest amount 
of Neomycin demonstrated in the urine. The bulk of Actol is ex- 
creted in the feces, permitting effective bactericidal concentration 
in the intestines.* 


Since systemic absorption is insignificant, Actol will not induce 
sensitivity reactions when used as indicated. 


FORMULA: 
Each teaspoonful (5 cc.) contains: 


Neomycin Sulfate U.S.P. 65 mg. 
(Equivalent to 45.5 mg. Neomycin Base) 


Polymyxin B Sulfate U.S.P. 5,000 units 


* References available on request. 


THE Ss. €. Miassenait COMPANY 


BRISTOL, TENNESSEE 
NEW YORK + KANSAS CITY + SAN FRANCISCO 
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special report 





“BANDAGES"’—strips of adhesive 
tape—were placed on all the 
cracked windows of the hospital 
to prevent their falling out until 
emergency crews replaced them. 


THE ‘TEST 
BY FIRE’ 


ae aa ae a a weg 
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OF BAPTIST MEMORIAL HOSPITAL 


by FRANK S. GRONER 


RAGING WIND-SWEPT fire on 

Sunday evening, April 17, de- 
stroyed Russwood baseball park in 
Memphis and threatened the lives 
of nearly 1500 hospital patients in 
two nearby hospitals that provide 
approximately 70 per cent of the 
city’s general hospital beds. 

A 20-mile wind out of the north 
threw flames and blazing embers 
against the side of the four-year- 
old Madison-East Unit of Baptist 
Memorial Hospital, directly across 
the street from the ball park. At 
John Gaston Hospital, which faces 
another side of the park, window 
frames caught fire but there was 
no interior blazing. 

The fire started at 7:30 p.m. and 
raged until around 10 p.m., and 
was still smoldering some 18 hours 
later. Six buildings in the imme- 
diate area were completely de- 
stroyed. 

Some 225 patients were moved 
from the threatened wing of Bap- 
tist Memorial Hospital and 68 ba- 
bies were evacuated from the Gas- 
ton Hospital. 


DISASTER PLAN EFFECTED 


Baptist Memorial’s disaster plan 
was thrown into effect immediately 
Frank S. Groner is administrator of Bap- 
tist Memorial Hospital, Memphis, Tenn., 


and president-elect of the American Hos- 
pital Association. 
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APPROXIMATELY 225 patients were evacuated from the threatened areas of Baptist Memorial 
Hospital. Most were taken to older sections of the hospital that were furthest from the fire. 


after the fire was reported. Ap- 
proximately 600 employees were 
on duty at the time the fire broke 
out and 400 more were summoned 
to emergency duty. There had been 
two full-scale disaster drills and 
employees went immediately to 
their assigned stations. There was 
no panic among the patients. Police 
and the fire department had par- 
ticipated in the drills and were 
able to keep a large number of the 
curious out of the area. Nearly all 
of the 400 employees who reported 
for emergency duty were carrying 
disaster identification cards issued 
by the hospital. 

Sailors in Memphis on liberty 
from a nearby naval air station 


were rounded up by shore patrol- 
men and placed on emergency duty 
as a cordon of guards around the 
area. University of Tennessee med- 
ical students responded to the hos- 
pital’s call and remained on duty 
all night. 

Flames leaped 100 feet into the 
air and for 45 minutes the outside 
temperature of the walls of the 
Madison-East unit of Baptist Me- 
morial facing the fire ranged from 
400 degrees at the ground level to 
1000 degrees on the 12th floor. Due 
to atmospheric conditions, the 
temperature varied greatly and 
was reduced. 

All of the windows in the ground 
floor of the building broke from 
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the heat and thick smoke billowed 
through the openings, penetrating 
to the fifth floor of the hospital. 
Although many patients experi- 
enced great discomfort from the 
smoke, there were no casualties. 
There was extensive heat, smoke 
and water damage on the first floor 
where the lobby, business office, 
public restaurant, and administra- 
tive offices are located. 


ALL WINDOWS CRACKED 


Windows in all floors above 
ground level of the Madison-East 
unit are of the double pane type. 
Outer panes in all 651 windows 
and inner panes in 32 were cracked 
but none gave way. Firemen, 
expecting the windows to break, 
instructed hospital personnel to 
pull down all curtains in rooms 
facing the fire and to remove all 
other flammable material from the 
rooms inte the corridor. The in- 
tensity of the heat is illustrated by 
the fact that some employees who 
attempted to pull down the cur- 
tains with bare hands suffered 
blisters. 

Evacuation of the 225 patients 
was accomplished in approximately 
15 minutes. Since completion of 
the Madison-East unit, the hospital 
has been in the process of remod- 
eling the older building, 100 beds 
at a time. Many patients were 
transferred into this area. Ap- 
proximately 100 were transferred 
to a “disaster” area, which is com- 
posed of classrooms constructed in 
such a way that they can be used 
to house patients in emergency 
situations. 

Three other local hospitals not 
in the immediate vicinity each set 
aside sections for emergency cases 
and each called in extra personnel 
to staff these beds if they were 
needed. 

Critically ill patients (approxi- 
mately 20) were assigned to the 
intensive care unit, and 20 others 
to the recovery unit. Many of the 
ambulatory patients were escorted 
to the employees’ cafeteria, where 
food was served. 


AN ADDITIONAL PROBLEM 


The fact that there are several 
hospitals in the medical center 
complex presented what could 
have been an additional problem: 
caring for emergency cases in ad- 
dition to evacuating our own pa- 
tients. Medical staff members of 
the disaster team were punctual in 
answering calls, and a first aid 
station was set up for others in the 
disaster area. Although the hos- 


pital handled eight or ten emer- 
gencies during the fire, only two 
were fire victims. 

Close liaison was maintained 
with the fire and police depart- 
ments. Firemen remained at the 
hospital throughout the night and 
the following day. They were 
served breakfast, lunch and snacks 
by the hospital dietary department. 

Hospital department heads had 
been thoroughly schooled in disas- 
ter procedure and each had in- 
volved key personnel from his 
department. This enabled us to 
have impromptu department head 
meetings two or three times during 
the night and early morning. These 
were brief but did serve as an aid 
in coordination. r 

Immediately following word 
from the city’s mayor that the fire 
was under control, plans were 
made to return some of the pa- 
tients to their rooms. Emergency 
crews working throughout the 
night had approximately half of 
the rooms ready for occupancy by 
daylight. The remaining rooms 
were made ready for occupancy 
during the day. Within 24 hours 
after the outbreak of the fire, all 
patients who had not been dis- 
charged were in their rooms. Dur- 
ing the day the hospital admitted 


its usual Monday “load” of 145 
patients. Many of the rooms had 
torn curtains and temporary win- 
dow coverings and some windows 
were uncovered, but patients took 
these conditions in stride. 


REPAIR WORK BEGINS 


Crews began work immediately 
rehabilitating the first floor. Five 
glass companies were called and 
began work about midnight. All 
windows had been replaced by 7 
a.m. The business office began its 
normal functions on time. Car- 
peted areas of the first floor were 
soaked with water, but were re- 
stored to normalcy within 24 hours. 

In a “post-mortem” of this emer- 
gency we attempted to learn the 
weak spots in the hospital’s disas- 
ter program. The following de- 
ficiencies were noted: 

1. The hospital recently ordered 
identification bands to be used on 
all patients but the system was not 
yet in effect at the time of the fire. 
These identification bands would 
have been of considerable help. 

2. We failed to anticipate prob- 
lems which can be created by the 
curious, the vandals, and the pil- 
ferers—many of whom were able 
to break through the fire depart- 
ment and police cordon. As a re- 


THIS close-up of some of the cracked win- 
dows was taken early the morning after 
the fire. Bright aluminum window frames 
were not affected by the heat, but colored 
aluminum spandrels warped. 


ALL DRAPERIES were pulled down from 
rooms overlooking the ball park. Here 
hospital employees sort and inspect the 
drapes for damage. 
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sult, valuable personnel had to be 
stationed at the entrances to the 
hospital. 

3. Failure on the part of the 
administration to instruct tele- 
phone operators in the “right an- 
swers” to give the hundreds of 
curious who called resulted in 
many short-lived but dangerous 
rumors and misunderstandings. 


EMERGENCY CODE NEEDED 


4. Although many of our key 
personnel were summoned by tele- 
phone according to plan, others 
heard of the fire by radio or tele- 
vision, and although the first broad- 
casts mentioned only a “‘five-bell 
alert”, many rushed to the hospital 
“just in case’’, If we had had some 
code for summoning our personnel 
that could have been used by the 
radio and television stations, many 
more would have arrived at the 
hospital sooner. 

5. With all of the glass out on 
the ground floor and heavy smoke 
inside the hospital for hours, heat- 
ing presented a serious problem. 
Because we draw liberally on out- 
side air for heating and air condi- 
tioning, it was necessary to cut off 
the heat on a rather chilly evening. 

6. Electric power was cut off in 
several sections in the vicinity of 
the fire. One of the hospital’s two 
sources of power was off for ap- 
proximately five minutes. Although 
only one source was cut off, both 
sources of power for the hospital 
come from the same area. We real- 
ize now that for maximum safety, 
these power sources should enter 
the hospital complex from oppo- 
site directions. Although the hospi- 
tal has all the recommended stand- 
by power and facilities, these are 
the minimum a hospital should 
maintain. 

7. We were fortunate that our 
public address system continued 
functioning and we were able to 
communicate with all floors. It 
now seems that a stand-by system 
connecting nursing stations and 
ether service areas would have 
been an added protection. 


STRENGTHS DEMONSTRATED 


Although an emergency such as 
this one shows weaknesses in a 
hospital’s preparedness for disaster, 
strengths are also demonstrated 
and judgments vindicated. 

Newspaper pictures the day after 
the fire showed city blocks in ruins. 
The damage comes to an abrupt 
halt at Baptist Memorial Hospital 
on the south and John Gaston Hos- 
pital on the west. This, I think, is 
a tribute to the way hospitals are 
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68 NEWBORN EVACUATED FROM SECOND THREATENED HOSPITAL 


John Gaston Hospital, located just a few feet across an alley west 
of Russwood Park, for a time seemed in greater danger than Baptist 
Memorial Hospital. But stiff southerly winds kept the flames blowing 
away from the building most of the time. 

The hospital’s disaster plan went into prompt action to smooth 
the way for evacuation of patients to areas previously determined for 
emergency use. Medical students and physicians fought the fire with 
wall fire hoses from second and third floor windows while behind them 
nurses took mothers and newborn babies to safety. Intense heat 
blistered paint and cracked windows on all four floors of the hospital’s 
maternity division. 

With 68 babies and 24 mothers evacuated from the threatened 
rooms, hospital personnel tore flammable blinds from the windows. 
All moveable medical equipment, records and utensils were moved 
from fire-threatened rooms into hallways. 

Evacuation of the babies was completed without injury. Twenty-one 
of the babies were premature and none was more than three days old. 
All of the babies wore identification bands. A human chain of physi- 
cians, nurses, medical students and volunteers moved the infants into 
temporary quarters in the nearby Frank T. Tobey Children’s Hospital. 
None of the mothers was evacuated from the building, but those who 
had rooms on the side of the hospital nearest the fire were helped to 
another part of the building until the danger was over. 

Robert C. Hardy, administrator, said fire damage was confined to 
broken and charred windows and window sills along one wall of the 
maternity division. He said the hospital’s biggest problem was to clean 
up the water and broken glass from the rooms. He said that two other 


Memphis hospitals had offered help in relocation of patients. ® 











built. The morning after the fire, 
the chief of the fire department 
said, “I-*know of no other building 
which has ever withstood the pun- 
ishment yours had without being a 
total loss. It is amazing that Bap- 
tist Hospital still stands and it isa 
miracle that there was virtually no 
interruption of services.’”’ Had not 
double-pane windows been used in 
the upper floors of the hospital, 
damage to the hospital and danger 
for patients would have been many 
times greater. 

About three years ago the hos- 
pital acquired a 10-story apart- 
ment building a block and a half 
away, partly as a means of having 
personnel near at hand in case of 
emergency. Priority in the renting 
of apartments is given to em- 
ployees of Baptist Memorial Hospi- 
tal and other hospitals in the medi- 
cal center complex. When the fire 
broke out, around 50 employees 
living in the building were on the 
scene in a matter of three or four 
minutes. 


FINE PERFORMANCES 


Personnel of Baptist Memorial 
Hospital turned in fine perform- 
ances in the emergency. Their 
calmness in carrying out proce- 
dures established in the disaster 
plan gave confidence to the pa- 


tients. When circumstances did not 
seem to lend themselves to the plan 
as set down, personnel were able 
to exercise good judgment. For 
example, we had planned that 
patients dependent upon oxygen 
would be carried to certain loca- 
tions. But as fire precaution, the 
hospital’s central oxygen system 
was shut off. Inhalation therapy 
department personnel, sensing the 
danger and realizing that one sec- 
tion of the hospital was in little 
danger, quickly set up oxygen 
equipment on alternate floors in 
this section. Critically ill patients 
requiring oxygen were swiftly 
transferred to these areas with 
virtually no break in administra- 
tion. We feel sure that three lives 
were saved through this action. 
Baptist Memorial Hospital fol- 
lows a policy of periodic re-evalu- 
ation of property insurance protec- 
tion. In an estimate made (by a 
group of insurance companies) just 
60 days before the fire, total value 
of the property for insurance pur- 
poses had been increased by ap- 
proximately three million dollars. 
New policies had been placed in 
effect. This factor, which afforded 
100 per cent protection from fire, 
probably saved the hospital around 
$40,000 in this estimated $250,000 
loss. . 
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Administration Proposes ‘Medicare’ for Aged 


The administration’s long-awaited health program for the aged was 


announced May 4. 


Sidestepping the social security system, the plan proposes instead fed- 
eral and state support for private organizations to provide the eligible 
aged with 180 days of hospital care and year-round nursing home or 


home care. It would also provide 
private duty nursing care, physi- 
cian and dental services, surgical 
procedures, and up to $350 for pre- 
scribed drugs. 

Termed “Medicare” for the aged 
by Arthur S. Flemming, Secretary 
of Health, Education, and Welfare, 
who presented the plan to the 
House Ways and Means Commit- 
tee, the $1.2 billion a year federal 
proposal authorizes federal match- 
ing grants to the 50 states in es- 
tablishing major medical coverage 
for elderly persons 65-years old 
or older with limited resources, 
whether or not they are eligible 
for social security. Enrollment 
would be voluntary. 

Except for public assistance re- 
cipients, who would have the full 
cost paid for them out of public 
funds, the eligible elderly would 
pay an annual $24 enrollment 
fee, the initial $250 of the illness 
expenses, and 20 per cent of the 
remaining cost. 

Initial reaction of House Ways 
and Means Committee members 
was varied, Rep. Burr P. Harrison 
(D-Va.) termed the proposed pro- 
gram “more socialistic and more 
unsound and ultimately more ex- 
pensive than the Forand bill.” 

Rep. Bruce Alger (R-Tex.), on 
the other hand, said that the bill 
avoids objectionable Forand bill 
features “such as compulsion, im- 
pairment of incentive for private 
endeavors, and failure to provide 
protection to the individuals most 
in need of help.” Rep. Thomas B. 
Curtis (R-Mo.) said he believed 
the plan would ease “‘the inefficient 
use of our hospitals.” 

In the Senate, Patrick V. Mc- 
Namara (D-Mich.), chairman of 
the Senate Subcommittee on Prob- 
lems of the Aged and Aging, de- 
clared that the “income limitations 
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for eligibility, $2500 for an indi- 
vidual and $3800 for a couple, 
could exclude millions of elderly 
citizens who have just as great a 
need for health care at a mini- 
mum cost.” 

Democratic leaders in Congress 
did not immediately say whether 
they would abandon the social se- 
curity system for a plan of this 
type. Senate majority leader Lyn- 
don Johnson (D-Tex.) did say, 
however, that he expected “expe- 
ditious action” on some program 
by the Congress. (See earlier story 
p. 111) 

@ Two identical bills have been 
introduced—one in the House, the 
other in the Senate—to extend for 
another four years federal aid to 
practical nurse education and, in 
addition, to remove certain re- 
strictions and thus make federal 
funds available also for already 
established educational programs. 
A statement from Donald G. Harms, 
president of the Alabama Hospital 
Association, supporting this legis- 
lation was heard at House subcom- 
mittee hearings on the bill. An 
American Vocational Association 
representative also testified in fa- 
vor of the measure. (Details p. 
111) 

® Legislation to raise the sal- 
aries of Veterans Administration 
hospital managers to $16,500 has 
been recommended by the House 
Veterans Affairs Committee. The 
bill would also fix the salaries of 
professional services directors at 
$16,250. (Details p. 112) 

® The U.S. Department of Labor 
has interpreted the bill sponsored 
by Sen. John F. Kennedy (D- 
Mass.) to extend wage coverage as 
not affecting nonprofit or chari- 
table organizations, The Kennedy 
bill was being redrafted this 


month to reduce it in scope. (De- 
tails p. 112) 


* PANEL DISCUSSES UTILIZATION IN NEW 
YORK CiTY—The effects of length of 
stay in combination with admis- 
sion rates and operating costs were 
discussed by one of the panelists 
participating in a discussion of 
hospital utilization before the 
members of the Greater New York 
Hospital Association. Charles G. 
Roswell, director of hospital serv- 
ices division of United Hospital 
Fund of New York, maintained 
that a reduction in the length of 
stay will not necessarily result in 
lower per-case cost, unless that re- 
duction is accompanied by a rise 
in admissions and a reduction in 
operating expenses. 

Another speaker, representing 
the public, discussed factors con- 
tributing to the misunderstanding 
of hospitals and recommended 
measures to mitigate the public’s 
critical attitude. (Details p. 114) 


} MAINTAINING HIGH CARE STANDARDS 
STRESSED AT OHIO MEETING—The opin- 
ions of many speakers participat- 
ing in the Ohio Hospital Associa- 
tion annual meeting last month 
were summed up in the statement, 
“Let us not lose our nerve about 
rising costs and allow the quality 
of patient care to deteriorate.” 
This statement was made by Ray 
E. Brown, superintendent of the 
University of Chicago Clinics, who 
was the opening speaker at the Co- 
lumbus meeting. (Details p. 114) 


} DEGREE-GRANTING RIGHTS FOR HOS- 
PITAL NURSING SCHOOLS SOUGHT—A 
proposal that hospital nursing 
schools be given the power to 
grant an associate degree in nurs- 
ing has been submitted by the 
Hospital Association of New York 
State to that state’s education 
department. Such a step would 
greatly increase the number of 
young women entering the nurs- 
ing profession, the association ar- 
gued. (Details p. 117) 
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Program developed to promote 
use of dictating equipment 








| SAY, DOCTOR... 
If you haven't got it DOWN, 
YOU HAVEN'T GOT /T/ 


In designing the main building 
at Rhode Island Hospital, Provi- 
dence, each patient floor was pro- 
vided with a special area and fa- 
cilities for telephone dictation of 
medical records. This equipment 
was installed to encourage com- 
pletion of discharge summaries at 
the time of patient discharge. 
However, to achieve this objective, 
the physician needed to be reas- 
sured that use of this system was 
uncomplicated. He also needed to 


be reminded not to accumulate a 
large number of records for dicta- 
tion at once. 

To promote the use of a central- 
ized dictating system, the chair- 
man of the medical record commit- 
tee proposed a publicity program 
using folders with cartoons to at- 
tract the attention of the medical 
staff. After careful planning and 
the assistance of a senior resident 
in surgery and the wife of a sur- 

(Continued on page 27) 
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Pick up “receiver” (i.¢., handset). Light shows 5. 
which dictating channel ¢1, 2, or $) you are con- 
nected to. 


TO TALK — Press black button, which is 
near your fingers as you hold handset. 


TO MAKE END OF REPORT 
button in cradle of station, or “hang up.” 


ror DISCHARGE SUMMARIES onty 


These machines can be used ONLY from 8:30 a.m. to 4:00 p.m. MONDAY through FRIDAY 


(At other times please use machines in doctors’ conference room in Medical Record Department.) 


INSTRUCTIONS 


IF NO LIGHT APPEARS, the system has been 
turned off for night. If you get a busy signal 

or buzzing sound, switch to another dictating 
channel 


IDENTIFY YOURSELF: 
= 


“This is Dr. Frank Brown dictating Dis- 
charge Summary on Mrs. Mary Smith. 
Admission No. 

Make extra copies for 


TO LISTEN: Hold P 
down. To listen to more than last few words, call 
attendant. 


While dictating, if you hear busy signal, 
the DICTABELT IS BEING CHANGED 
on your recorder. Wait a few moments. When 
busy signal ceases, you are all clear to con- 


(or playback) button 


TO CALL ATTENDANT: Press A button. 


& 
When you hear intermittent BEEP Sager 
signal, you have one minute recording 
time left on DICTABELT on your re- o#* 
corde 


eeu 


a Ong thf 
"€ 


tinue dictation. 


TO CORRECT: Press © button down and 
release and say: “Correction — please change as 
follows, etc.” 


Press either 


RHODE ISLAND HOSPITAL 


. DICTATION LIMITED TO SUMMARIES: 
This equipment may be used for summaries of 
patients on the Unit only. Summaries on 
tients who have left the hospital should be 
tated in the Medical Reco 


ee 
ES 
Department. ~ Bey 
* 
-& 


Medical Record Department 





HOSPITALS, J.A.H.A. 














’ 
& 


as an \ ey ) 
aN J; 


SS 


we Jhb Tel 
5») MEAs 


Just 75 years ago, heating was about as unpredictable 
as the weather, as temperatures alternated between 
shivery low and smother-high. Then a Wisconsin school- 
teacher named Johnson decided to do something about 
classroom comfort and thereby launched a new industry! 


The Story of the Thermostat 


Actually this is the story of a symbol . . . the symbol of an industry 
that has brought comfort, safety, better health, and efficient working 
conditions to people all over the world. 


...In a hospital, surgeons perform a lifesaving operation. Accurate 
pneumatic controls maintain the temperature and humidity at pre- 
selected levels to conserve the patient’s strength during surgery. 


...In a specially equipped manufacturing plant, delicate missile parts 
and components, with micro-inch tolerances, must be made under tem- 
perature and humidity conditions that never vary. At every step in 
their manufacture, modern pneumatic controls assure error-free regu- 
lation of the thermal environment, 


... Every morning of the school year, millions of students sit down to 
study and learn in comfortably heated and ventilated or even air- 
conditioned classrooms. To help provide this ideal environment, the 
great majority of schools and colleges everywhere depend on precision 
pneumatic control systems. 





... Far at sea, one of the nation’s deadly new submarines 
cruises undetected, an elusive, power-laden sentry of the 
“Silent Service.” Her crew lives and works in comfort and 
safety — in a climate precisely regulated by a pneumatic 
control system. 


... Across the continent, pneumatic controls assure safe air 
conditions in the highly critical processing areas of an atomic 
energy facility. Pneumatic controllers of extreme sensitivity 
operate constantly to assure safe disposal of waste air and 
prevent the escape of contamination. 


These are but a few examples of the ways in which modern 
pneumatic controls play a vital part in regulating the en- 
vironment in which we live and work — helping to create 
made-to-order indoor climate for every purpose, controlling 
temperatures and humidities to a degree undreamed of when 
Professor Warren S. Johnson invented the first automatic 
temperature control system back in the 1880's. 


Inventor at Work 

Though he was probably unaware of the fact at the time, 
Professor Johnson became the founder of the automatic tem- 
perature control industry when he devised a practical way to 
eliminate the problem of classroom temperatures that seemed 
to zigzag forever between shiver and swelter. 


His first attempt at control — the ‘‘annunciator’” system — 
merely called the janitor’s attention to overheating, or lack 
of heat, by ringing a bell in the furnace room. The janitor 
would then open or close the classroom dampers, as required. 


But this land-based version of a ship’s telegraph soon gave 
way to an all-electric method, utilizing a thermostat in each 
room that would open and close the dampers automatically. 
And so, the first system of automatic heat regulation was born. 


The Electro-Pneumatic System 

Intrigued with the possibilities of his long-awaited discov- 
eries, Professor Johnson in 1883 left his post at Whitewater, 
Wisconsin, State College and came to Milwaukee to devote 
full time to refining and marketing the Johnson System. 


His second major achievement, an electro-pneumatic control 
system, occurred almost at once. By successfully uniting the 
forces of electricity, for thermostat operation, and compressed 
air, for valve and damper operation, he developed a far more 
dependable and fully automatic control system. Finally he 
was ready to go out and revolutionize the comfort standards 
of the world. In 1885, he incorporated the business which 
today bears his name. 


With branches established in Chicago, St. Louis, and New 
York, the Johnson thermostat on the wall soon became a 
familiar sight in the leading buildings of the day. Schools, 
prominent residences, and small business buildings were first 
to enjoy the comforts and economies of automatic control. 
They were followed closely by colleges, hospitals, public 
buildings, offices, stores, and industrial plants. 





From Mikado to Czar 

Acceptance grew, markets widened. The fame of automatic 
controls traveled fast and far. Before 1890, the city of Berlin, 
Prussia, had written a report about the efficiency of its John- 
son System. Later, the palace of the Mikado in Japan was 
equipped with Johnson Control. The King of Spain and other 
European royalty became Johnson customers, A special in- 
stallation was made in the Kremlin in Moscow! 


Single Responsibility 

Professor Johnson had the foresight to realize that the key 
to his success depended upon the proper application of his 
controls. Accordingly, he determined, from the outset, that 
his company should never sell devices, but should sell a prin- 
ciple of control. This meant that each system would have to 
be planned, manufactured, installed, and serviced by Johnson 
to meet the exact needs of the individual building. 


Over the years, this policy of complete responsibility by a 
single specialized organization has insured owner satisfaction 
and saved untold millions of dollars for Johnson customers. 


Carrying out this policy has also resulted in the closest possi- 
ble working relationship between the Johnson organization 
and the nation’s consulting engineers and architects, in a joint 
effort to provide ever better control of thermal conditions. 


Many Johnson “Firsts” 
The history of the thermostat and the Johnson Service Com- 


pany coincides with the period when other pioneers were 
busy introducing innovations in heating, cooling, and venti- 
lating methods and in developing full-scale air conditioning. 
Working closely with the research staffs of these manufac- 
turers, Johnson engineers were able to supply the most effec- 
tive controls for every new development in basic equipment. 
This cooperation has continued and flourished to the present. 


Over the years, the Johnson Service Company has been the 
source of a never-ending flow of new ideas, which have in- 
cluded virtually all of the key developments in the field of 
automatic temperature control! 


By far the most important was the all-pneumatic control sys- 
tem, perfected in the 1890’s and still the standard everywhere. 
Others include the all-metal thermostat, the famous Dual or 
day-night thermostat, the heating-cooling thermostat, sum- 
mer-winter thermostats, the airstream thermostat, master- 
submaster thermostats, supersensitive gradual-acting ther- 
mostats, and powerful piston damper operators. 


Another famous development was the Humidostat or humid- 
ity regulator. And, of course, the Comfostat, an exclusive 
Johnson instrument that controls room temperatures in rela- 
tion to humidity conditions. The popular pneumatic control 
center, for centralized supervision and control of modern air- 
conditioning systems, also was first perfected by Johnson. 
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Uninterrupted Progress 

As the concept of controlled environment gathered momen- 
tum, so did Johnson. Important “‘firsts’” became routine jobs, 
as the industry looked to Johnson for the answers to new 
control problems. From the simple comfort needs of the 
buildings of the 80’s and 90’s, to the history-making demands 
of the first scientifically air-conditioned building, down to 
the most complex requirements of today’s commercial and 
industrial buildings, Johnson has been the leader in the pneu- 
matic temperature control field. 


Today, no matter where you go, you'll find the important 
buildings are equipped with Johnson Control. From the fab- 
ulous Fontainebleau Hotel to the mammoth Merchandise 
Mart to the famous UN Secretariat Building . . . in schools, 
in sprawling defense plants, in research laboratories, in vital 
military installations, in shopping centers, in buildings of 
every size and type and in ships at sea .. . there are tempera- 
ture and air-conditioning control systems by Johnson. 


Johnson’s work in the hospital field is especially noteworthy, 
for during the past 75 years Johnson has helped plan and has 
installed more hospital control systems than anyone else! In 
countless hospitals, Johnson Control] is on 24-hour duty, help- 
ing to save lives, increase efficiency, and cut costs. 


Johnson Today...and Tomorrow 

To make certain that each installation performs up to ex- 
pectations, Johnson backs its engineers with the most com- 
plete line of pneumatic temperature, humidity, and pressure 
control equipment in the industry. 


To serve you most efficiently both before and after a sale, 
Johnson maintains the largest and most experienced field 
organization in the industry, with 107 completely staffed 
branch offices in the United States and Canada, plus full- 
time, factory-trained installation and service mechanics in 
over 200 other cities. 


This is by no means the end of the story of the thermostat. 
For against this unmatched background of innovation, expe- 
rience, and service, Johnson’s never-ending search for new 
and better controls will inevitably lead to dramatic new ideas 
in the years ahead. As the day of completely air-conditioned 
cities approaches and as new and unprecedented demands 
for precision controls evolve, the forward-thinking Johnson 
organization will always be ready with the right answers. 


The Johnson research and development staff and facilities 
have been expanded three times in the past four years. And 
final plans for the next major expansion are already under- 
way! In the future then, as in the past, you can continue to 
look to Johnson for the world’s finest controls! 


Johnson Service Company, Milwaukee 1, Wisconsin. In 
Canada: Johnson Controls Ltd., Toronto 16, Ontario. 


JOHNSON ,- CONTROL 


PNEUMATIC i SYSTEMS 


DESIGN © MANUFACTURE © INSTALLATION © SINCE 1885 


Printed in U.S.A. 





geon on the visiting staff in draw- 
ing the cartoons, the following 
program was put into effect at 
Rhode Island Hospital last Sep- 
tember: 

1. A letter was sent to members 
of the medical and house staffs de- 
scribing the purpose of this cam- 
paign. The folder featured a car- 
toon on its cover and carried the 
caption, “I say, Doctor .. . If you 
haven’t got it down, you haven’t 
got it”. The inside of the folder in- 
cluded a description of the tele- 
phone system for dictating medical 
records and why this system was 
installed (See illustration 1, p. 22). 

2. A month later, the second car- 
toon was sent (see illustration 2, 
p. 22). 

3. The third month a sheet of 
instructions, which included car- 
toon illustrations on the use of the 
telephone system, was sent (see 
illustration 3, p. 22). These in- 
structions were similar to those 
placed by every telephone for dic- 
tation on the floors. 

This three-month promotion was 
repeated again and will be re- 
peated as need dictates. In addi- 
tion, small cards stating, “It will 
save your time later to dictate your 
summaries now on telecord” are 
available in pad form at all nurs- 
ing units. When a record is given to 
a physician by the receptionist, 
this reminder is attached to it. 

Oliver G. Pratt, executive di- 
rector of the hospital, reports that 
use of the telephone system has in- 
creased markedly since the incep- 
tion of this promotion program. 
Each week new physicians are be- 
ginning to use this system. Also, 
priority is given in the medical 
record department to transcription 
of material dictated through this 
system. . 


Physicians’ lectures help 
nurses improve patient care 


Staffed by professional and 
practical nurses from different 
schools of nursing, St. Clare’s Hos- 
pital, Schenectady, N.Y., was re- 
cently faced with the problem of 
refining and developing its tech- 
niques to improve the care of post- 
operative patients. To help solve 
the problem, a series of lectures 
for nurses was initiated by the 
hospital’s anesthesiologist, Irvin 
Moss, M.D., to help standardize 


MAY 16, 1960, VOL. 34 


and improve the efficiency of nurs- 
ing care in the postoperative re- 
covery room. 

Sister Margaret Patricia, re- 
covery room supervisor, welcomed 
Dr. Moss’s suggestion and soon a 
series of lectures was being con- 
ducted for nurses during their off- 
duty time. 

Sister M. Senana, S.F.P., the hos- 
pital administrator, reports that 
the response of the nurses to the 
postoperative care lectures was so 
enthusiastic that several of the 
staff physicians volunteered to give 
lectures covering their specialties 
for the nurses. Lectures are now 
given each week in the morning, 
afternoon or evening, depending 
on the physicians’ schedules. John 
B. Phillips, M.D., chief of the 
hospital’s obstetrical department, 
gives lectures on obstetrical emer- 
gencies. Joseph Cortesi, M.D., chief 
of the hospital’s diabetic depart- 
ment, lectures to the nurses on the 
basic knowledge of and current 
management of diabetes. Gastric 
suction is the subject of the lec- 
tures given by Robert Breault, 
M.D. 


Stephen C. Meigher, M.D., and 
the previously mentioned physi- 
cians also conduct a question and 
answer period following the view- 
ing of films given for the nurses 
and the public once a month. Top- 
ics for the public have been “Self- 
Examination of the Breast,” “What 
is Diabetes” and “Labor and Child- 
birth”. 

The main objective of these lec- 
tures is to refine and emphasize 
the role of the professional nurse 
as the leader responsible for the 
nursing assistants—the practical 
nurse and the nursing aide. The 
lectures are also designed to de- 
velop the technical skills of the 
practical nurse and nursing aide. 

Sister M. Senana also reports 
that the lectures have pinpointed 
the need for a full-time inservice 
education program at the hospital. 
She reports that such a program is 
now in progress and a full-time 
clinical instructor has been ap- 
pointed. However, the physicians’ 
lectures will continue to serve as 
a valuable supplement to the 
newly-created inservice education 
program for nurses. a 








SEE a demonstration by a specialist 


WESCODYNE™ 


TAMED IODINE 


HOSPITAL — 
Germicidal — 
Detergent 


for FREE demonstration or literature address: 


NON-STAINING 
NON-IRRITATING 


for all 
areas 


NON-TOXIC 


No skin irritation. No 
staining of hands, 
equipment or surfaces. 
Absolutely safe when 
used as directed. 





WEST CHEMICAL PRODUCTS INC., 42-39West St., Long Island City 1, N. Y. 
Branches in principal cities » IN CANADA: 5621-23 Casgrain Ave., Montreal 








alvance in 
hottle feeding ! 


eventlo 


SURE SEAL" 
_ TWIN AIR VALVE 
NIPPLE. 


¢ helps prevent leakage 

* assures continuous formula flow 

° eliminates excess air swallowing 
* Patent Pending 


Exclusive raised-rim design interlocks 
cap and bottle to prevent leakage, and 
it assures perfect action of Evenflo 
Twin Air Valves so that formula feeds 
continuously . . . baby nurses steadily. 
No gulping or straining to cause ex- 
cess air swallowing or tire baby out. 
Less interruptions during feeding, less 
time spent on feeding problems. 


A. Raised Sure Seal rim around nipple base 
fits into matching groove in redesigned cap. 
B. As cap tightens, it interlocks with nipple to 
form leakproof seal. Nipple also bends into 
nurser rim for perfect bottle seal. A 


Only 10¢—fits all evenflo Nursers 


All-New Evenflo Nurser 
25¢ Includes new Sure 
Seal Nipple, bottle, cap, 
disc(Withnipple cover 35¢) 
Also available in Super 53 
Plastic 39¢(44¢ withnipple :? 
cover) : i 


& je j 
VENETO we, on 
Used by more mothers 
than all other brands combined . . . 
according to independent surveys 
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KENNETH B. BABCOCK, M.D. 


Does the Joint Commission allow 
ritual or religious circumcisions by 
mohels or rabbis? 


The answer is a qualified yes, 
because under no circumstances 
should there be a departure from 
good aseptic surgical techniques, 
rules and regulations. Each hos- 
pital, depending on its facilities, 
should have its surgical committee 
and the hospital administration 
write strict rules for conduct and 
techniques of the procedure. 

Just because it is a religious 
ritual, the hospital cannot lower 
its standards and make exceptions. 
The hospital is still obligated by 
law to observe “due care”. 

* * * 

If ritual circumcisions are per- 
formed, how can the hospital ascer- 
tain the qualifications and perform- 
ance of the mohel? 


Emanuel and Lillian Hayt and 
August H. Groeschel, M.D., in their 
book Law of Hospital, Physician 
and Patient, discuss this matter as 
follows: 

“Regulations of the hospital may 
prescribe that the mohel comply 
with its aseptic technics, as the 
surgeon would when performing a 
minor operation, and that the pa- 
tient’s physician or a resident be 
present during the circumcision. It 
has been found desirable for the 
hospital not to suggest a particular 
mohel. Moreover, the hospital is 
absolved of the duty of ‘due care 
and selection’ when the father 
chooses the mohel and signs a 
statement that he is satisfied him- 
self of the mohel’s qualifications 
and releases the hospital, its staff 
and other personnel. 

“Some hospitals require the 
mohel to sign a statement certify- 
ing to the identity of the child to 
be circumcised, that he has ex- 
amined the baby’s name necklace 
or other identifying mark, con- 
sulted with the parents and is 
satisfied of the baby’s identity.” 


ritual and religious circum- 
cisions in the hospital 


ascertaining qualifications 
for mohels 


scrubbing for surgery 
sprinkler systems 


agreement between clinical 
and pathological diagnoses 


Should there be a difference in the 
length of time spent in scrubbing in 
surgery for a major or minor case, an 
E.E.N.T. case or an abdominal case? 


No, Cleanliness is a matter of 
thorough scrubbing for a given 
length of time no matter what 
kind of case is to be handled. 

* * * 

It has been said that the Joint Com- 
mission requires a sprinkler system 
in all hospitals in their trash chutes, 
clothes chutes and storerooms. Is this 
correct? 


No. It is not a JCAH require- 
ment in all hospitals. It is a mat- 
ter of judgment for the surveyor. 
The surveyor may recommend a 
sprinkler system in those areas in 
older nonfireproof buildings, while 
he may not recommend it in a 
newer building of more modern 
construction. 

If there is any doubt, the hospi- 
tal should obtain a written state- 
ment from its fire insurance repre- 
sentative and from the local fire 
marshal regarding the necessity of 
a system. The administrator should 
then show it to the JCAH surveyor 
when he visits the hospital. 

* * x 

Our tissue committee contends that 
for a final diagnosis the clinical diag- 
nosis must agree with the pathological 
one. Is this correct? 


No. In usual hospital practice 
there is, on the average, disagree- 
ment in 15 to 20 per cent of the 
cases between the surgical diag- 
nosis and the pathological diag- 
nosis, This is especially true of 
operations for duodenal ulcers and 
for prolapse of the uterus. In the 
final review, the question is not 
one of diagnostic agreement but 
one of whether or not the pro- 
cedure was acceptable. 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 


HOSPITALS, J.A.H.A. 





There is a difference 


Here’s an insect that looks so much like the foli- 
age it frequents that only a sharp-eyed expert 
can spot it. It’s called a Ceylonese walking leaf 
which is the tropical cousin to our own common 
Katydid. With this disguise, the walking leaf is 
safe from its many insect-eating enemies. 


Close inspection often changes a first impres- 
sion. For example, medical gas cylinders for 
all brands appear pretty much the same. But 
a closer look, particularly at the label, can 
reveal some interesting differences. The famous 
Ohio diamond-shaped label, for example, 
guarantees that the contents are of the highest 
purity obtainable. In fact, every Ohio Chemical 
medical gas exceeds U.S.P. purity require- 
ments. Because drugs must be prescribed and 
administered with absolute trust in their 
purity, this difference is important. It means 
that the anesthetist who administers an Ohio 
gas does so with complete confidence. 


Ohio’s colorful 24-page brochure on MEDICAL 
GASES is yours for the asking. Please write 
Dept. H-5 requesting Form No. 4662. 


Oko Chemical 


MEDICAL 
GASES 


Nitrous Oxide 
Cyclopropane 

Ethylene 

Oxygen 

Helium 

Carbon Dioxide 
Helium-Oxygen 
Oxygen-Carbon Dioxide 


Serving the medical 
profession for fifty years 
1910-1960 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. ¢« Madison 10, Wisconsin 

Ohio Chemical Pacific Company, Berkeley 10, Calif. * Ohio Chemical Canada Limited, Toronto 2 
* Airco Company International, New York 17 * Cia. Cubafia de Oxigeno, Havana 

(All divisions or subsidiaries of Alr Reduction Company, Incorporated) 
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dual purpose safety sides... by 








Vv 
for PROTECTION ... pills FREEDOM! 


¢ Allows ambulant patients to get in or out of bed unaided. 
© Provides complete protection against accidental falls. 
© A real time-saver for your busy staff! 


é 


NEW SIMPLICITY—With Safety Side in intermedi- 
ate position (shown above), foot end is lower 
than surface of mattress. Patient can easily 
swing feet to floor. Top bar and bed end provide 
hand-support for reassuring assistance. Safety 
Side at center and head of bed remains suffici- 
ently high to prevent accidental roll-outs. 





POSITIVE LOCKING—New tamper-proof button re- 
lease inset in bevelled guard locks side in inter- 
mediate or fully raised position. Locking plunger 
is double-size for maximum safety. 


FINGER-TIP ADJUSTMENT—Brushed chrome sides 
adjust in seconds to raised, intermediate, or 
lowered position. New DUAL PURPOSE sides 
may be interchanged with standard Royal Uni- 
versal Safety Sides using the same brackets. 


Write for complete information 


ROYAL METAL MANUFACTURING COMPANY 
One Park Avenue @ New York 16 @ Dept. 27-E 
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SAFE FOR TODAY'S MEDICATIONS...AND TOMORROW'S 


NO CAUTION LABEL NEEDED — Use it with any injectable medication...there is no danger 
of solvent action on the barrel. SAFE—B-D Control guarantees sterility, nontoxicity, non- 
pyrogenicity. ECONOMICAL —Disposability eliminates time-consuming, pre-use prepa- 


ration. PRECISE—Exclusive tip design reduces medication loss. yo 
¢ 
5 


[B " D | BECTON, DICKINSON AND COMPANY - RUTHERFORD, NEW JERSEY a B-D p product 


B.D HYPAK, AND DISCARDIT ARE‘TRADEMARKS OF BECTON, DICKINSON AND COMPANY, INC 79060 








sawvice from headguanters 


‘Surgical’ deaths 


In order to establish statistics on 
percentages of “surgical” deaths, our 
surgical committee would appreciate 
information concerning the time ele- 
ment in which such a death is: estab- 
lished. Is it two weeks, six weeks or 
two months? 


The Joint Commission on Ac- 
creditation of Hospitals, when sur- 
veying a hospital for accreditation, 
requests the following statistics 
with reference to ‘‘surgical’’ 
deaths: 

Postoperative death rate within 
10 days of surgery; i.e., number of 
deaths within 10 days divided by 
the number of operations. 

Obviously, this cannot fulfill the 
complete category of “surgical” 
deaths inasmuch as there are in- 
stances of deaths from surgical 
conditions without there having 
been an operation performed. It is 
then the decision of the appropri- 
ate medical staff committee to de- 





termine the exact category to 
which such a mortality should be 
designated. Similarly there can be 
a postoperative death after more 
than 10 days have elapsed from 
surgery and, again, the staff should 
categorize the incident as to surgi- 
cal, medical, etc. 

—J. R. ANDERSON, M.D. 


New manual available 


Is the manual concerning the inter- 
national statistical classification of dis- 
eases for hospital use available? If so, 
where can we obtain a copy? 


This manual has now been pub- 
lished. It is Public Health Service 
Publication No. 719, entitled Inter- 
national Classification of Diseases, 
adapted for indexing of hospital 
records and operation classifica- 
tion. Copies are available from the 
Superintendent of Documents, 
Government Printing Office, Wash- 
ington 25, D.C., at $1 per copy. 

The Association believes this 
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WESCODYNE 


TAMED IODINE 


HOSPITAL 
Germicidal — 
Detergent 


DETERGENCY 


for FREE demonstration or literature address: 


SEE a demonstration by a specialist 


for all 
areas 


EFFECTIVE 





Provides amazing 
cleaning action as it 
disinfects. Does both in 
a single operation. A 
time and labor saver. 


WEST CHEMICAL PRODUCTS INC., 42-39West St., Long Island City 1, N. Y. 
Branches in principal cities » IN CANADA: 5621-23 Casgrain Ave., Montreal 
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classification system is useful and 
appropriate for use in hospitals. 
—HELEN D. McGuire 


Sterilizing syringes 
What is the ideally accepted sterili- 
zation method for syringes? At the 
same time, I would like to know what 
the accepted minimal standard is. 
If sterilization by boiling is accept- 
able, what are the temperature and 
time requirements? 


As you are aware, boiling (212° 
F.), even for many hours, does not 
destroy certain bacterial spores. 
For this reason, and because there 
is considerable doubt as to its 
value with certain viruses, boiling 
cannot be considered as even a 
minimal standard for general hos- 
pitals. 

The usually accepted standard 
methods are either by dry heat 
at 320° F. for at least one hour 
and preferably two hours, or auto- 
claving with steam under pressure 
at a temperature of 250°F. for 30 
minutes. 

—J. ALLAN MAHoneEy, M.D. 


O.R. safety measures 


Are drag chains considered superior 
to conductive casters for use in the 
operating and delivery rooms? Would 
it be feasible to install both drag 
chains and conductive casters to gain 
further insurance of safety? 


We would recommend that you 
study the recommendations con- 
tained in the National Fire Pro- 
tection Association Code for Use 
of Flammable Anesthetics. This 
was published in 1959 by the 
NFPA and may be obtained from 
that association at 60 Batterymarch 
Street, Boston 10, Mass. The price 
is 50 cents. 

Drag chains are decreasing in 
popularity and use in hospital 
operating rooms in favor of con- 
ductive casters and rubber tips. 
One of the primary objections to 
drag chains is the fact that they 
become dirty and fail to act as 
conductors. This, of course, can 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 


HOSPITALS, J.A.H.A. 





happen to any type of equipment 
and serves to emphasize the value 
of good housekeeping. At least once 
each month, equipment should be 
tested to determine whether or 
not it is completely conductive 
from the major portion of equip- 
ment to the conductive floor. 
Section 3531 of the above refer- 
ence states: “All furniture and 
equipment shall be constructed of 
metal or of other electrically con- 
ductive material and shall be 
equipped with conductive leg tips, 
conductive casters or equivalent 
devices.” It would certainly seem 
unnecessary to have both conduc- 
tive casters and drag chains on 
operating room equipment. 
—G. A. WEIDEMIER 


Pledge for volunteers 

We are giving a course of instruc- 

tion in nurse aide functions to women 

in our hospital auxiliary. Does the 

American Hospital Association have a 
pledge for volunteers? 


The American Hospital Associa- 
tion does have a suggested volun- 
teer pledge which may be adopted 
by hospitals for volunteers giving 
service to the hospital. 

The pledge appears on page 93 
of the manual The Volunteer in 
the Hospital. The manual was sent 
to member hospitals at the time of 
publication in 1959 but additional 
copies are available from AHA 
headquarters at $2.35 each. 

The pledge is as follows: 

Believing that the hospital has 
real need of my services as a vol- 
unteer worker: 

I will be punctual and conscien- 
tious in the fulfillment of my 
duties and accept supervision gra- 
ciously. 

I will conduct myself with dig- 
nity, courtesy and consideration. 

I will consider as confidential ll 
information which I may hear di- 
rectly or indirectly concerning a 
patient, doctor or any member of 
the personnel, and will not seek 
information in regard to a patient. 

I will take any problems, criti- 
cisms or suggestions to the director 
of volunteers. 

I will endeavor to make my 
work of the highest quality. 

I will uphold the traditions and 
standards of this hospital, and will 
interpret them to the community 
at large.—GERMAINE FEBROW 
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RANDOM 
PLANK 


prefinished paneling with the soilproof finish 
that’s practically maintenance-free! 


You’ll save hours of maintenance time, dollars of maintenance expense 
when you install Marlite Random Plank in entrances, corridors, wards, 
operating rooms, laundries and other service areas. Ready to use with- 
out painting or further protection, plastic-finished Marlite resists 
stains, mars, dents—cleans in minutes with a damp cloth. Available 
in Danish Birch, English Oak, Swedish Cherry, Italian Cherry, Swiss 
Walnut and American Walnut, Random Plank can be installed over 
old or new walls by your own maintenance men without interrupting 
normal hospital activities. No muss. No lingering paint odors. No 
plaster dust. See your architect, contractor, building materials dealer 
—or write Marlite Division of Masonite Corporation, Dept. 512, 


D over, Ohio. 


plastic-finished paneling 


ANOTHER QUALITY PRODUCT OF MASONITE® RESEARCH 
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The new Telfa dressing 
-kinder than ever 
to sensitive tissue 


Improved design provides better 
capillary action for full drainage, yet 
all that touches the wound 
is the soft plastic film 


For comfortable, undisturbed healing, trust the im- 
proved Telfa dressing. Your patient hardly knows it’s 
there. 

So gentle is this plastic cover, so efficient is its large- 
perforation design, you need not hesitate to use Telfa 
routinely on large, flat wounds. Tissue disturbance is 
never a concern. Thus, no delays in healing. And the 
one-way drainage affords a continuing dryness. 


A noticeable economy 


With this dryness and the highly retentive pad, dress- 
ing changes are fewer. And you often need fewer 
dressings per wound—because one Telfa dressing can 
do what sometimes requires a stack of sponges. Con- 
sider this in terms of dollars and hours, and you'll find 
a noticeable economy. One that can reduce dressing 
costs as much as 40%. To see how Telfa non-adherent 





TELFA 


NON-ADHERENT DRESSINGS 





strips are kinder than ever to sensitive tissue, as 
well as closely controlled hospital budgets, see 
your Curity® representative. 

Telfa strips are available in a variety of sizes 
reaching from 8" x 10” down to 1%" x 2". 


The Telfa principle of non-adherent dressings. The 
highly absorbent pad pulls drainage through the im- 
proved, large-bore perforations. The plastic cover, 
which is bonded to the pad, keeps dressing fibers out 
of the wound. 


THE KEN DALE, company 
BAUER & BLACK 


Division 
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IDENTIFICATION BANDS 


Safeguard I.D. bands have “everything” you’ve wanted ¢ No metal parts ¢ 
No tools required ® Quickly adjusts to any size wrist ¢ Tamperproof, test- 
proven locking device defies any deliberate attempt at removal ¢ Molded of 
“superstrength” polyethylene plastic, soft and comfortable, yet tough and 
durable @ Will not slip over wrist, a definite pediatric approved feature... 


and the best plus feature ofall... 
SAFEGUARD |.D. BANDS ARE WONDERFULLY PRICED AT 


HALF THE COST 


OF MOST LEADING I|.D. BANDS 


SAFEGUARD BANDS #éas low as 4% ‘each 
Easy ta attath — Impossible to wilateh 





SAFEGUARD BOX 43, BURBANK, CALIF. 
Please send samples of Safeguard |.D. Bands: 
() ADULT 02) INFANT 


C1 ADDRESSOGRAPH C1 RED SPECIAL CARE , 
[] DUO MATERNITY SETS [ TRIO MATERNITY SETS 1. INSERT 2. ADJUST 


HOSPITAL 
U.S.A. 


ADDRESS AMERICAN HOSPITAL SUPPLY CORPORATION 
2020 RIDGE AVENUE EVANSTON, ILLINOIS 











CITY. 5 . 
CANADA 


SEND ATTENTION FISHER & BURPE THE STEVENS COMPANIES 
535 MARJORIE ST. 145 WELLINGTON ST. W. 


WINNIPEG 12, MANITOBA TORONTO, ONTARIO 
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“Fluothane’—the most significant 
advance in inhalation anesthesia 
since the introduction of ether 


NOW CONFIRMED IN HUNDREDS 
OF THOUSANDS OF CASES...OVER 
200 PUBLISHED REPORTS TO DATE 


“Fluothane” produces smooth, effective anesthesia . . . permits pleasant, rapid 
induction . . . allows rapid recovery and return to consciousness. 


“‘Fluothane” does not increase bronchial, gastric, or salivary secretions. It mini- 
mizes capillary bleeding . . . causes minimal incidence of nausea and vomiting 
. -- and permits full use of electrocautery and x-ray during anesthesia because 
“Fluothane” is nonflammable, nonexplosive. 


“FLUOTHANE: 


(BRAND OF HALOTHANE) 


for precision inhalation anesthesia 


Ayerst Laboratories « New York 16, N.Y. - Montreal,Canada 


Ayerst Laboratories make ‘‘Fluothane’’ available in the United States 
by arrangement with Imperial Chemical Industries, Ltd. 
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The McKesson Hospital Representative is more 
than a salesman, You’! find, when you deal with 
him, that he’s like an additional member of your staff, 
ready to help you with a wide range of services. He 
is available nationwide at 85 strategically located 
Hospital Departments operated by McKesson & 
Robbins. 


He can help you with professional assistance and 
advise on any aspect of pharmacy operations— 


inventory control to pharmacy layout. 


He can simplify your pharmacy purchasing to 
achieve greater economy and efficiency. All your drug 
needs can be obtained from one supplier, McKesson 
& Robbins, on one invoice. Naturally this cuts your 


procurement and disbursing costs. 


i 


He can assure you fast delivery—a McKesson tradi- 
tion—or emergency delivery whenever necessary. It’s 
like having extra warehouse facilities at your receiving 
door, because your merchandise needs, large or small, 


are awaiting your call. 


He can offer you the professional assistance of “‘Rex”’ 
McKay,® a trained pharmacy consultant who is pre- 
pared to advise on pharmaceutical problems and help 
keep you abreast of the latest drug developments. 


He can give you professional design assistance from 
the McKesson Modernization Service. This service 
provides an experienced designer for individual mod- 
ernization of existing pharmacies, or layout of new 


pharmacies. 


Add a McKesson Hospital Representative to your Staff. Your 
pharmacy, regardless of size, will profit from McKesson & Robbins’ 126 
years of pharmaceutical experience—as 60% of the nation’s hospitals do. 
Contact your nearby McKesson & Robbins Hospital Department 

today, or write: Milton Stamatos, Manager, Hospital Department, 
McKesson & Robbins, 155 East 44th Street, New York 17, N. Y. 
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these rigid specifications are 


BASIC to BARDEX 


for perfected performance 








MAY 16, 1960, VOL. 34 





TIP 
EYE 


RIBS 


SHAFT 


PLUG 


SIZE 





Not too short, not too long. Just right to ease insertion, 
not so long as to irritate bladder. 


Properly placed and sized in strong, reinforced tip. 
Design that assures entirely proper drainage. 


To assure even distention of balloon—extra reinforcing 
rubber that also strengthens balloon. Tip held in proper 
position, too. 


Smooth, round, with large lumen. Still another factor 
that means easy insertion, maximum drainage, and a 
minimum of patient discomfort. 


Easily punctured, self-sealing and always secure. Of 
specially compounded crepe latex, with long ridged 
side-walls, and cemented in inflation tube. 


Permanently shown by color patch. Identity not lost in 
autoclaving. 








There is a difference . . . and just such “basics” as these tell you 
why “‘the standard of excellence’”’ has long been BARDEX. 


Of vital importance to hospital and patient is your specification of 
BARDEX, for dependable catheter performance. 











BARDEX® FOLEY CATHETERS 





More widely used throughout the world... 
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Cc. R. BARD, INC. SUMMIT, N.J. 





in the durable, easy-to-open package 
that affords guaranteed protection... 


ready for instant use without processing or autoclaving 
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"PROFESSIONAL DIVISION 


OO Sn oe Rei pT eee. 


SIXTH OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTION 


the earlier issues of STAPH NEWSLETTER. As you 

will note above, this is the sixth of a continuing series. 
We have replenished our supply and will be glad to send 
you individual ones or the complete set. Just let us know 
which you prefer. 


T iteea so much for requesting so many reprints of 


Did you know that the new Ninth Edition (1960) of 
“Control of Communicable Diseases in Man” now recom- 
mends standard regulations for prevention and control of 
hospital-acquired staph infections? Preventive measures 
emphasize strict aseptic technics and close coordination of 
all hospital control activities through your own Infections 
Committee. Paragraphs on reporting known staph infec- 
tions to local public health authorities include, “2 or more 
concurrent cases on same hospital service or ward are to 
be regarded as an epidemic”. 

We do not have copies of this book but, if your library 
does not have it yet, it is available from the American 
Public Health Association, 1790 Broadway, New York 19, 
N.Y. (paper bound, $1; de luxe, $2.50). 


Until recently our mail brought frequent queries on the 
“why” and the “what-to-do” of controlling staph through 
disinfection of the environment. Now, more and more re- 
quests are for specific instructions on “how to” disinfect 
efficiently. 

So you'll be glad to hear that we have just completed a 
set of eight 3” x 9” “How-to-use” cards on O-syl®—with 
specific dilution and timing recommendations. Individual 
cards cover: general environmental disinfection; tubercu- 
losis hygiene; disinfection of thermometers, of instruments, 
of catheters; disinfection in the operating room, in food 
service areas; and disinfection of blankets, linens, and dia- 
pers. Each card is handy for teaching and for posting. 
We'll be glad to send you as many sets of cards as you 
need—or, if you prefer multiple copies of one particular 
card, let us know when you write. 


Dr. Ralph Adams’ newest report on “Sterility in Operat- 
ing Rooms” appeared in the March, 1960, issue of Surgery, 
Gynecology and Obstetrics. “At the end of 12 months, 
there had been 2 clean wound infections in 800 cases, 0.25 
per cent.” Culture plate illustrations reconfirm his conten- 
tion that, “Sterility in operating rooms can be maintained 
solely by frequent repetition of bactericidal cleaning proc- 
esses (disinfectant-detergent plus mechanical), isolation 
by physical barriers from the rest of the hospital, and bac- 
teriologically protective coverage of surfaces which can- 
not be sterilized”. 

Lehn & Fink’s Tergisyl® is the disinfectant-detergent 
used in this continuing study. Amphyl® disinfectant is used 
on all blankets. 


A review of bacterial endocarditis cases covering ten 
years (1949-1958) at the Bailey Thoracic Clinic in Phila- 
delphia revealed a significant increase in cases in the last 
5 years, and, even more significantly, an increase in mor- 
tality. With the staphylococcus having replaced Strepto- 
coccus viridans as the causative agent, the study by Lisan 
and his co-workers (American Heart Journal, page 184, 
February, 1960) indicates not only that “cardiac surgery 
predisposes the valves and endocardium to superimposed 
staphylococcal infection” but that “resistant strains of 
staphylococci found in hospitals apparently have a predis- 
position for the endocardium of postsurgical patients”. 


Have you seen the annotated bibliography on control of 
staph infections published in the American Journal of 
Nursing, December, 1959? As far as we know, it is the 
most comprehensive review of available articles made to 
date. Pertinent films and books are also mentioned. This 
bibliography could be very valuable to your Infections 
Control Committee. We have a limited number of them 
available and will be glad to send you one. Please write 
soon. 


The other day I used the word “sterilize” when talking 
to an O. R. Supervisor about L&F Instrument Germicide. 
Her immediate query was, “How can instruments be ‘steril- 
ized’ by chemical disinfection which does not kill spores?” 
Here’s how—Heat the L&F Germicide to the boiling point, 
immerse instruments for 20 minutes in the boiling germi- 
cide. This destroys resistant bacterial spores and viruses, 
including those of serum and infectious hepatitis. Of course, 
boiling water alone would not sterilize within any practical 
period of time, that is, in less than four hours. Boiling L&F 
Germicide sterilizes in 20 minutes. May we send you our 
new folder on this product? 


Lehn & Fink’s Amphy!®, O-syl®, and Lysol® disinfec- 
tants, Tergisyl® detergent-disinfectant, and Instrument Ger- 
micide are broad spectrum, nonselective synthetic phe- 
nolic compounds which are widely microbicidal, including 
staphylocidal, pseudomonacidal, fungicidal, and tubercu- 
locidal. 

If you have a baffling infection problem, why not dis- 
cuss it with us. Perhaps our technical advisors and re- 
search laboratories could help. And I, personally, would 
appreciate hearing from you. 


Lda 2 


Charles F. Manz 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 


@L&F 1960 
LF 0-2519 





JOURNAL OF THE AMERICAN HOSPITAL ASSOCIATION 


editorial notes 


—medication errors 


N EVER increasing emphasis on 
medical research has acceler- 
ated the introduction of new and 
complicated techniques of diagno- 
sis and treatment. Additions to an 
already awe-inspiring array of new 
and powerful drugs are made al- 
most daily. The resultant increase 
in the effectiveness of medical care 
is most impressive and heart- 
warming to the profession and to 
the public. 

But in medicine, as in every field 
of human endeavor, progress has 
brought along with its welcome 
benefits a host of very unwelcome 
problems and hazards hitherto un- 
known. One of the most thought- 
ful and thought-provoking analy- 
ses of this subject may be found 
in a paper* read by David P. Barr, 
M.D., before the Section on In- 
ternal Medicine of the American 
Medical Association in June 1955. 
This paper should be required 
reading for all students and prac- 
titioners of medicine and nursing 
and for all hospital administra- 
tors and pharmacists. I quote Dr. 
Barr in brief: 

“Today, when multitudes of new 
and relatively untried diagnostic 
and therapeutic procedures form 
an integral part of the practice of 
Medicine, the admonition ‘Be sure 
you do no harm’ applies more than 
ever before. Diagnostic methods 
formerly simple are becoming in- 

*Barr, D. P. Hazards of modern diagno- 


sis and therapy—the price we pay. 
J.A.M.A. 159:1452 Dec. 10, 1955. 
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creasingly complex and formida- 
ble . . . Therapeutic preparations 
are confusingly numerous and 
varied. In the lists of 1953, more 
than 140,000 medicaments were 
available to practitioners and 
14,000 new preparations were 
added during the year. Accretion 
is still far greater than deletion, 
although it has been estimated 
that perhaps 90 per cent of drugs 
now in common use have been in- 
troduced within the last 25 years. 
Although incalculable benefits have 
come to mankind with the intro- 
duction of these newer diagnostic 
and therapeutic procedures, haz- 
ards of medical management have 
at the same time enormously in- 
creased. Not one of the occasion- 
ally indispensable diagnostic tests 
may be undertaken without risk ... 
Furthermore, no agent that can 
modify the internal environment 
or organic integrity of the body 
can be used without hazard. As 
yet no drug has been found with 
a single action and no human body 
with a single reaction. Risks ac- 
company the use even of those 
remedies that are regarded as 
safest.” 

Dr. Barr, in his discussion of 
the price that we must pay for 
modern management of disease, 
took pains to exclude from con- 
sideration all examples of care- 
lessness, misconduct and mal- 
practice—including errors in the 
administration of medications. 
Nevertheless, such errors have oc- 
curred in the past and, humans be- 


ing what they are, they can be 
expected to occur in the future in 
medical practice outside and in- 
side hospitals. 

The chances of a medication or 
treatment being administered er- 
roneously in a hospital have been 
estimated by various surveyors. 
Obviously, because of the tremen- 
dous number of medications and 
treatments being given to patients 
in hospitals today and the difficul- 
ties in securing accurate and com- 
prehensive reporting of such er- 
rors as do occur, these estimates 
are no more than “guesstimates”’. 
One estimate is that medication or 
treatment errors occur in one out 
of approximately 17,000 times. This 
is certainly a low ratio. Never- 
theless, any one of these errors 
might have serious consequences 
to a patient. All those who pro- 
vide care for patients in hospitals 
obviously bear a heavy burden of 
moral, ethical and professional re- 
sponsibility to prevent every medi- 
cation or treatment error if it is 
humanly possible to do so. Quite 
apart from such basic considera- 
tions there is a practical aspect of 
the over-all problem which de- 
serves serious consideration. This 
is the medicolegal aspect. 

The American Medical Associa- 
tion-American Hospital Associa- 
tion Medicolegal Education Com- 
mittee is currently pursuing a 
program aimed at having the 
medical staff, nursing staff and ad- 
ministration in every hospital co- 
operate in a continuing program 
of analysis and evaluation of pro- 
cedures and practices involved in 
patient care to the end that inci- 
dents which might cause harm 
to patients and lead to claims and 
suits against doctors and hospitals 
may be prevented. The organiza- 
tion and operation of such a hos- 
pital committee has been de- 
scribed.* * 

Procedures and practices in- 
volved in the administration of 
medications and treatments are of 
particular concern at this time to 
all inhospital medicolegal educa- 
tion committees because of infor- 
mation indicating that claims and 
suits arising out of medication and 


(Continued on page 124) 


**Sadusk, J. F., Ludlam, J. E., and 
Groeschel, A. H. Hospital-physician liabil- 
ity: a growing problem. HospPITALs, J.A.H.A. 
33:36 July 16, 1959. 
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ago. These require changes in 
physical space, plus new equip- 
ment, procedures, professional and 
technical personnel, and materials. 
Changes, which have been coming 
fast, will accelerate in the future 
because emphasis is being placed 


on medical research and on re- 


search in general. 

We must not only try to improve 
what we now have but to adapt 
quickly to constant and frequent 
technological change. Even this is 
not enough; hospitals themselves 
must produce technological im- 
provements and innovations by 


conducting research programs as 
part of their operations. 


RESEARCH: A HOSPITAL ESSENTIAL 


To maintain a respected position 
in modern society, we must demon- 
strate to the public that we are 
constantly trying to improve qual- 
ity and reduce cost by studying 
and improving our operations. This 
does not imply that hospitals 
have been doing nothing in ad- 
ministrative research and improve- 
ment. Almost every hospital ad- 
ministrator can say that he has 
improved his organization. Also, 
some well organized and directed 
hospital administrative research 
and improvement programs are 
now in effect. Usually, however, 
the administrator and his assist- 
ants are so busy with things which 
they must do that they do not get 
around to things they would like 
to do. Administrative research and 
improvement are in this category 
of items put off. 

More and more available evi- 
dence shows that a positive, or- 
ganized program of methods and 
systems analysis or operations re- 
search is a vital, necessary part of 
every hospital operation. Equally 
important is a positive program of 
administrative improvement that 
constantly evaluates the psychol- 
ogy of handling people in the 
management process. Of parallel 
importance are research and im- 
provement in the architectural de- 
sign of hospitals, including over-all 
space and equipment utilization, 
and efforts to design completely 
new hospital equipment and ma- 
terials. All these can be combined 
under the broad heading of hospi- 
tal administrative research. 

Industry has had to study care- 
fully every productive procedure 
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in order to control and reduce costs 
in a highly competitive market. 
Competitive pressure to reduce 
costs in order to maintain eco- 
nomic position has not existed 
among hospitals. Certainly hospital 
administrators and medical staffs 
have not sat by idly while costs 
have continued to climb. Some 
effective steps have been taken to 
help keep costs down. It is true, 
however, that recent spiraling costs 
have made it mandatory for hos- 
pitals to study carefully every 
procedure, including labor utiliza- 
tion, in an effort to control and 
reduce costs. Public pressure rather 
than the pressure of the competi- 
tive market is bringing this about. 

Ways must be found to make 
hospital employees collectively 
more productive. The hospital 
budget consists of approximately 
70 per cent labor; therefore, effec- 
tive utilization of labor is a highly 
important factor. Hospitals operate 
on a 24-hour day, seven days per 
week basis which creates unavoid- 
able labor standby service. These 
factors make it very important that 
all aspects of utilization of labor 
be given careful continuous study 
in the hospital. Invention of new 
equipment and introduction of new 
materials, especially disposables, 
should be objectives of hospital 
research programs, The paucity of 
constructive research in hospital 
design means that this also should 
be part of a research program in 
the hospital. 


BUDGETING FOR FUNDS 


The National Industrial Confer- 
ence Board estimates that ap- 
proximately two per cent of the cost 
of sales of industry engaged in 
manufacturing is allocated to re- 
search. It is commonly known that 
industries with good research 
staffs and programs are the most 
productive and have the lowest 
costs. Why should not hospitals 
budget for administrative research 
and improvement, including this 
cost in billings to patients and in- 
surance companies? There appears 
to be every valid reason to do this. 
It would in turn stimulate a wave 
of administrative research and im- 
provement in hospitals across the 
country. If industries regard re- 
search as an operating cost, why 
can’t hospitals? A good program 
can be conducted in any size hos- 


pital for less than one per cent of 
the annual budget. 

Industry uses industrial engi- 
neering techniques in studying 
their productive procedures, and 
these techniques have paid re- 
wards. Many other organizations, 
including hospitals, have found 
that these easily understood tech- 
niques have wide application to 
their own problems. Basically, it is 
nothing more than an organized 
and directed program which uses 
a scientific approach to problem 
solving. The type and size of hos- 
pital, its current problems, and 
the over-all objectives set for its 
administrative research and im- 
provement program will determine 
the techniques to be used. They 
will also determine which person- 
nel should conduct research to 
facilitate the installation of im- 
provements. No two organizations 
are likely to be similar in their 
requirements and available per- 
sonnel. The main similarity is that 
all hospitals can benefit by con- 
ducting an administrative research 
and improvement program. 


A CREATIVE ENVIRONMENT 


The primary responsibility for an 
administrative research and im- 
provement program lies with the 
hospital administrator and his line 
executives. They must generate a 
philosophy of operations improve- 
ment in the hospital. Full coopera- 
tion of the entire organization, 
including the medical staff, is re- 
quired to make the administrative 
research and improvement pro- 
gram a success. 

If administrator, line executives, 
department heads and supervisors 
appeal to the creative instinct 
present in all employees and prop- 
erly motivate them, an operations 
improvement program will be- 
come vigorous and will be a source 
of job satisfaction to all concerned. 
In fact, positive administrative im- 
provement results when adminis- 
tration, department heads and su- 
pervisors see that an employee’s 
work gives him the fullest satis- 
faction possible, Certainly, recog- 
nition of his contribution in an 
operations improvement program 
is a plus quantity in job satisfac- 
tion. 

Some hospitals have operated 
improvement programs entirely 
through the efforts of the adminis- 
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trator, assistant administrator, de- 
partment heads, supervisors and 
employees. To be productive, the 
program must have organization 
and positive direction. Specific 
projects must be defined and ap- 
proved. The person charged with 
the primary responsibility for car- 
rying out a project must keep 
records of progress and make re- 
ports. The administration should 
provide frequent occasions to as- 
sess the research and development 
program. Goals must be set and 
publicity given to the program to 
maintain interest. Much valuable 
research and improvement can be 
carried on using this approach. 


INDUSTRIAL ENGINEERING TECHNIQUES 


Prior to initiating the program, 
it is essential that the administra- 
tor, assistant administrators, de- 
partment heads and _ supervisors 
study the basic techniques and 
terminology of industrial engi- 
neering as applied to hospitals. 
Several universities offer short 
courses or institutes covering the 
subject. One or more of the staff 
can take the course and then give 
basic instructions to the rest of 
the staff. Methods improvement in- 
stitutes are also conducted by the 
American Hospital Association. 
Some industrial engineering tech- 
niques with which the group 
should become familar are: 

® Work simplification. 

@ Flow process diagram. 

® Flow process chart. 

@ Form analysis and design. 

@ Standards of job performance. 

® Traffic flow diagrams. 

@ Work survey questionnaires. 

@ Time and motion. 

®@ Work distribution by time. 

@ Work distribution by person- 

nel, 

®@ Probability studies. 

® Desk audits. 

® Production control. 

@ Materials handling. 

@ Layout studies. 

The staff should also understand 
the five “w’s” in industrial engi- 
neering: 

1. Why is the job being done 

and is it necessary? 

2. What is being done and what 

is its purpose? 

3. Where should the work be 

done? 
. When is the work done? 
Could it be done better and 


more economically at another 
time? 

5. Who is to do the work? 

In scientific problem solving, the 
six steps include identifying the 
problem, collecting facts, analyz- 
ing facts, developing alternative 
solutions, installing the best solu- 
tion and following through to see 
that this solution works. 

The key factor in the success of 
this type of program is the time 
available for carrying out the 
studies by the administrator, his 
assistants, department heads and 
supervisors. Operating department 
heads seldom find time for admin- 
istrative research. This is even 
more true when interest and di- 
rection from the administration is 
lacking. An individual on a high 
administrative level who has suf- 
ficient time must handle the job of 
coordinating the administrative re- 
search and improvement activities 
of the hospital. Depending on the 
size of the hospital, he may be the 
administrator or assistant admin- 
istrator, or perhaps a_ research 
associate trained in industrial en- 
gineering or another field. 


COORDINATION RESPONSIBILITY 


Responsibility for coordinating 
an administrative research and 
improvement program appears to 
be a good one for graduates of 
programs in hospital administra- 
tion who are functioning at the 
assistant administrator level. As 
assistantships are now set up in 
hospitals, sufficient time undoubt- 
edly would not be available to 
handle this responsibility. 

In the first place, medium sized 
hospitals should have many more 
assistantship positions than exist 
in these hospitals. Usually, the ad- 
ministrator shoulders the full bur- 
den of administration or shares it 
with someone at a department 
head level. In these hospitals, there 
should be sufficient activity in an 
administrative research and im- 
provement program to occupy all 
of an assistant’s time. Experience 
of this type would be invaluable to 
the assistant, and the administra- 
tive research and improvement 
program would be of real and 
tangible value to the hospital. The 
same is true in larger hospitals, 
where assistantships are needed to 
coordinate administrative research 
and improvement programs. 


A man with engineering and 
drafting training, plus manage- 
ment know-how, is of particular 
value in some aspects of a com- 
plete administrative research and 
improvement program. He is espe- 
cially valuable in programs involv- 
ing building design, over-all space 
and equipment utilization, and ma- 
terials and equipment research. A 
number of the larger hospitals and 
medical centers have found it par- 
ticularly helpful to employ an in- 
dustrial engineer at the assistant 
administrator level. Some hospitals 
make particularly valuable use of 
medical electronics, including ap- 
plication of computers to medical 
and hospital care. Another area 
which involves engineering is re- 
search aimed at developing com- 
pletely new hospital equipment 
and materials. 

It is not too difficult for the 
research associate-industrial engi- 
neer to adapt to the hospital en- 
vironment. The ideal, of course, 
would be for the industrial engi- 
neer also to take a course in 
hospital administration. However, 
sufficient interdisciplinary activity 
takes place to mutually benefit the 
administrator, research associate, 
research program and the hospital. 
In the large hospital and perhaps 
also the medium sized hospital, it 
is of value to have both an indus- 
trial engineer and a graduate in 
hospital administration working 
full time in the administrative re- 
search and improvement program. 
They complement each other. Re- 
sponsibility for coordinating the 
program would depend upon the 
individuals involved. 


DEFINING STAFF STATUS 


The research associate should be 
a staff assistant to the administra- 
tor with no line responsibility. His 
role must be carefully defined so 
as not to conflict with that of the 
chief engineer and other assistant 
administrators, He must be aware 
of the social and professional 
framework of the hospital. He 
should study the social aspects of 
changes contemplated and consider 
how he would feel if he were in 
the position of the people affected 
by his recommendation. He must 
remember that some things which 
seem very clear to him are not so 
clear to the department head. The 
reverse of this is also true—espe- 
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cially of a department head who 
really knows his operation. Mutual 
patience and cooperation must 
prevail. 


ROSWELL PARK PROGRAM 


For the past five years, an indus- 
trial engineer has been employed 
at Roswell Park Memorial Insti- 
tute at the assistant administrator 
level. He is assisted by a full-time 
draftsman and a typist. He is a 
staff assistant without line respon- 
sibility. Throughout the years, 
primary attention has been focused 
on physical improvements; how- 
ever, we have also completed a 
number of operations improvement 
projects. 

The first and most time-consum- 
ing project over an extended peri- 
od of time was a space analysis. 
This included an analysis of the 
existing floor plans of all buildings 
to determine specific space alloca- 
tions and utilization. Blueprints 
were revised to bring them up to 
date. Gross square foot area, net 
useable area, and nonuseable area 
were calculated. The departmental 
space allocations were specifically 
redetermined. All areas, including 
the new facilities, were designated 
by a new room and area number- 
ing system, and a space coding 
system for departments was de- 
veloped. A study of each depart- 
ment’s activities was made and 
space allocations and detail lay- 
outs were prepared for both exist- 
ing and new facilities. 

The result is a space and equip- 
ment inventory with each unit of 
space and item of equipment on an 
I.B.M. statistical card; this pro- 
vides space and equipment in- 
ventory control and _ utilization 
information. Many flow process 
diagrams and flow charts were 
made in this layout work. 

At the time the space and equip- 
ment analysis and utilization study 
were made and the blueprints re- 
vised, a system of producing our 
own plastic room numerals and 
signs was developed. An engrav- 
ing machine was purchased to do 
this work at considerable savings 
over purchasing commercially 
available numerals and signs. 

There have been numerous other 
physical improvement projects in- 
cluding layout studies and flow 
charts on the employees’ cafeteria, 
print shop, admitting department 


MAY 16, 1960, VOL. 34 


and snack bar. Also, considerable 
planning effort went into a new 
apartment building, animal breed- 
ing building and numerous re- 
search laboratory layouts. Com- 
pleted operations research projects 
include a study of the scientific 
stores’ shelving requirements and 
operations, photocopy require- 
ments, redesign of the medical 
chart forms, parking lot design, 
telephone analysis and central dic- 
tation system. 

Evidence shows that the savings 
realized in this program exceed 
many, many times the cost of the 
program. We have found that the 
work of the industrial engineer is 
facilitated if he handles some large 
and some small projects simul- 
taneously. An unending list of im- 
provements is yet to be investi- 
gated. 


ADDITIONAL RESEARCH EFFORTS 


It is encouraging to see that 
research reports of hospital im- 
provement programs have been 
appearing more frequently in the 
literature. Costs have been reduced 
in the dietary department, central 
supply, operating rooms, laundry, 
and other departments as a result 
of a thorough research study of 
these operations. More applica- 
tions of automation and electronic 
data processing to hospital opera- 
tions are also being reported. 

The U.S. Public Health Service, 
under the Hill-Burton Program, 
has set aside funds to be used for 
grants to conduct research relating 
to the development and utilization 
of hospital services, facilities and 
resources, One development re- 
sulting from research financed by 
one of these grants is the progres- 
sive patient care plan. Other im- 
portant studies have been made 
under the program with significant 
progress reported. 


NEW CONSULTING SERVICE 


The American Hospital Associa- 
tion is now in the midst of a man- 
agement consulting service sup- 
ported as a pilot study by the Ford 
Foundation. The purpose of this 
program is to assist hospitals in 
developing criteria for evaluating 
their operations. It is primarily a 
counseling service without charge 
to hospitals. It will still be the 
responsibility of the individual 
hospital to make detailed research 


studies of its operations and follow 
up on improvements. It will be 
interesting to watch the effect of 
this program. 

Several conferences under the 
auspices of the American Institute 
of Architects, American Hospital 
Association, U.S. Public Health 
Service and National Research 
Council have been held to focus at- 
tention on the need for innovations 
in hospital design and construction. 
Improvements are beginning to 
appear in some of the modern hos- 
pitals being constructed. Much 
more effort is needed in this direc- 
tion and it appears that it can best 
be done in the hospital by persons 
closely associated with hospital 
operations. 

Management consulting firms 
and hospital consultants have been 
responsible for many hospital ad- 
ministrative improvements when 
they have been engaged by hospi- 
tals. When the organizational or 
operational problem of a hospital 
is of sufficiently broad scope and 
complexity, the services of the 
management or professional hos- 
pital consultant will continue to 
be sought. 7 
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ENTLE HANDS—strong hands— 
G skillful hands that give life 
to your hospital.’”’ Photographs on 
this theme created a powerful dis- 
play for Upson County Hospital, 
Thomaston, Ga. Twenty pictures, 
used in the annual hospital exhibit 
at the county fair, were aimed at 
showing the public the wide range 
of hospital activity that the patient 
never sees. The dramatic pictures, 
six of which are reproduced on 
these pages, show skilled hands at 
work in such varied areas as 
central sterile supply, emergency 
room, nursery, and operating room. 


WALLS of this booth at the West Central 
Georgia Fair are lined with 20 photographs 
showing the helping hands of Upson 

County Hospital, Thomaston, Ga. The exhibit 
effectively pictured the many skills 

which share in caring for the patient. 


A HOSPITALS 


Pictures tell a powerful story of collective skill 


For the exhibit, the 11 inch by 
14 inch photographs were mounted 
on 16 inch by 20 inch card stock. 
The exhibit area was lined with 
heavy cardboard; art tacks fast- 
ened the pictures to the three sides 
of the booth. 

Chris J. Neubert, administrator 
of Upson County Hospital, reports 
that this display was the most suc- 
cessful effort the hospital had ever 
made in telling its story of unseen 
services. Both the excellent at- 
tendance at the exhibit and the 
public’s enthusiastic comments at- 
tested to the effectiveness of the 


pictures. The local press, in highly 
recommending the exhibit, called 
the display a “work of photo- 
graphic art”. 

The idea of portraying hands in 
action originated with the hospital 
administration. Purpose of the ex- 
hibit was to show the many hands 
that go into taking care of patients 
in hospitals—hands of which the 
patient is unaware. A complete 
list was made of all the possibili- 
ties for photographs and a local 
photographer was then asked to 
take the pictures. The editor of the 
local newspaper helped formulate 
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the “gentle hands—strong hands’ 
title, which was mounted with the 
pictorial exhibit. 

The hands of Upson County Hos- 


’ 


pital have now become the “hands’ 
of hospitals all over the country. 
The pictures used in this display 
inspired the National Hospital 


Week poster and were used in its 
design. 

Upson County Hospital has of- 
fered to lend its exhibit without 
charge to other hospitals who may 
want to develop the helping hands 
theme by means of a pictorial dis- 
play. bd 





THE VOLUNTEER WITH THREE 


by MRS. ANNE GROSS 


The volunteer with three heads 
is no blessing, even if she brings 
with her three pairs of eyes and 
six ears. One might think this 
would be a handy arrangement for 
a busy hospital volunteer program 
when several regular volunteers 
are absent, but on the contrary, it 
is a distinct disadvantage. The 
three-headed volunteer cannot 
maneuver on the simplest level 
without most careful guidance. 

The ‘“three-headed volunteer” 
exists only because the department 
of volunteer services is an admin- 
istrative freak. The volunteer with 
three heads is the volunteer with 
three bosses—the head of the de- 
partment which “hires” her, the 
head of the department which su- 
pervises her, and the head of the 
auxiliary which sponsors her as 
a hospital volunteer. 

No other personnel in the hos- 
pital are so abundantly endowed 
with heads. The personne] depart- 


Mrs. Anne Gross is director of volun- 
teer services at the Mount Zion Hospital 
and Medical Center, San Francisco, Calif. 

This article is based on a paper given 
by the author at the annual meeting of 
the American Hospital Association held 
last August in New York City. 
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Because the volunteer is subject to 
supervision by three separate and dis- 
tinct “heads” in the hospital hierarchy, 
the job of volunteer director requires 
continuous diplomacy, the author 
states. She describes specific problem 
cases to show that tact, indirect super- 
vision and discussion are vital elements 
in the successful volunteer services 
program. 





ment maintains only a loose, or- 
ganizational connection with paid 
personnel once they are assigned 
to specific hospital departments. 
The line of authority runs straight 
and clear from each department 
head to each employee. 

The volunteer does not fall into 
such a clear supervisory hierarchy. 
The first violation of normal or- 
ganization is that the department 
which engages the volunteer does 
not relinquish control once she is 
assigned to another department; it 
maintains a continuous and signifi- 
cant relationship with her from the 
time she enters the service until 
she leaves. The director of volun- 
teer services is responzible for her 
schedule, arranges her orientation, 
transfers her on occasion to new 


assignments, follows her perform- 
ance on the job, sees that she is 
given adequate recognition, helps 
her solve her problems, decrees 
what she shall wear and how she 
shall conduct herself. 


THE MOST IMPORTANT HEAD 


The volunteer knows that the 
director of volunteer services is 
her most important head. But no 
sooner is she in uniform than she 
learns that she has a very impor- 
tant second head—the head of the 
department to which she is as- 
signed. This department head su- 
pervises her performance, often 
personally trains her, checks up 
on her and corrects her. Simul- 
taneously, the volunteer may be- 
come aware of her third head in 
the guise of the auxiliary president, 
the auxiliary chairman of volun- 
teers or her service chairman. By 
the latter is meant the chairman of 
a specific group of volunteers, such 
as the chairman of the clinic vol- 
unteers. In hospitals with service 
auxiliaries, volunteer chairmen as- 
sume varying degrees of responsi- 
bility within the department of 
volunteer services. 
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HEADS 


The director of volunteer serv- 
ices must thread a skillful path 
through the maze of interrelating 
responsibilities, not only to protect 
the volunteer from bewilderment 
but also to ensure her own depart- 
ment’s control of the volunteer 
program. Because the director as- 
signs volunteers to many depart- 
ments of the hospital, she must 
know the business of each depart- 
ment—what it is and how it is 
conducted. The director must be 
neither too aggressive nor too re- 
tiring in following the travels of 
the volunteer in service. She can- 
not permit any other department 
head to usurp her rightful place 
as the focal supervisor of a particu- 
lar volunteer. But neither can she 
usurp a department head’s re- 
sponsibility to supervise all per- 
sonnel within the department, both 
paid and volunteer. 


SCOPE OF THE SERVICE 


The scope of the volunteer serv- 
ices department is as large as the 
number of departments to which it 
assigns volunteers. Its philosophy 
spreads throughout the hospital, 
propagated quietly by every cher- 
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ry red or yellow or green uniform 
that reports to a volunteer post. 
Administratively, the volunteer 
services department becomes a 
freak, different from every other 
hospital department whose respon- 
sibility is strictly limited to its 
own affairs. 

For these reasons, the director 
of volunteer services must learn to 
be diplomatic, to obtain by indi- 
rection what the ordinary super- 
visor can obtain directly. She must 
“sell” the department to the volun- 
teer and the volunteer to the de- 
partment and the auxiliary chair- 
man to both. She must “sell” 
herself to all three as the instru- 
ment of bringing them together. 
She must correctly estimate what 
share of supervision falls to each 
supervising agent and then tackle 
the tricky problem of seeing that 
each one does the job. This may 
involve “walking on eggs’’, for the 
line between interference in a de- 
partment’s affairs and assumption 
of responsibility for a volunteer’s 
welfare can be needle-thin. 


A THORNY PROBLEM 


Some specific problems can give 
an idea of the tact required in 
supervisional jurisdiction. In the 
admitting department at Mount 
Zion Hospital, two volunteers re- 
port for duty each afternoon. Job 
descriptions worked out in advance 
by the director of volunteer serv- 
ices and the head of the admitting 
department are quite clear. One is 
a waiting room receptionist, the 
other answers one of the tele- 
phones in the admitting office; both 
services free the professional staff 
for other duties. 

On one occasion, my office ar- 
ranged a substitution for the regu- 
lar Tuesday afternoon volunteer on 
the admitting department tele- 
phone. The replacement had been 
on the job hardly half an hour 
when she appeared in my office in 
a state of agitation. The volunteer 
receptionist had requested patients’ 
room numbers from her, a proce- 
dure at variance with the normal 
duties and job description. The re- 
ceptionist said they always did this 
on Tuesday, so the volunteer sub- 
stitute had cooperated by getting 
room numbers from each patient’s 
chart. On the sixth or seventh time, 
a member of the paid staff saw her 


and reminded her sharply that she 
was not to touch the charts. 

This classic situation involved 
departure from the job description 
by several volunteers and an ap- 
parent lack of alert supervision 
within the department. Fortunate- 
ly, the volunteer reported her dif- 
ficulty to the volunteer director 
promptly, because relations with 
another volunteer were involved 
in the difficulty. However, she 
might, with equal logic, have re- 
ported her difficulty to the head of 
the admitting department. 

In the over-all sense, a director 
of volunteer services always re- 
mains technically responsible for 
how a volunteer performs on the 
job. But in a specific situation, the 
head of the department takes im- 
mediate responsibility for what is 
happening in that department. 

In this case, consultation with 
the regular volunteer receptionist 
confirmed a Tuesday deviation, en- 
couraged by one of the paid staff, 
from the job description. The vol- 
unteer director requested that the 
volunteer temporarily revert to 
the approved way of obtaining 
room numbers—from the staff. An 
appointment was then made for a 
discussion with the head of the 
department. The department head 
had known this change in routine 
took place occasionally. Because 
some of the volunteers were so 
competent and because it was a 
great help to her staff, she winked 
at it. 


VALUES OF THE DISCUSSION 


We reworked the job description, 
reviewing why volunteers were 
not generally permitted to see 
charts, and difficulties in delegat- 
ing different duties to different 
volunteers and in allowing paid 
staff to change procedures without 
consulting the department head. In 
the end, we reached the original 
job description. The head of the 
admitting department clarified the 
situation with her staff, both paid 
and volunteer. 

In addition, the director of vol- 
unteers followed up with the vol- 
unteers to make doubly sure the 
difficulty was not repeated. The 
chairman for the admitting vol- 
unteers and the volunteer director 
drafted a memorandum to admit- 
ting department volunteers, stress- 
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ing strict adherence to the job 
description. At an inservice meet- 
ing of this same group of volun- 
teers, the episode was aired and 
discussed to everyone’s satisfac- 
tion. 

Consultation between supervi- 
sors is essential for solving such 
problems. The department head 
must be accorded her rightful re- 
sponsibility within her department. 
The chairman must not be by- 
passed. In this case, the director 
of volunteer services pointed out 
a problem so the department head 
and the chairman of admitting de- 
partment volunteers could right- 
fully share in its solution. Any- 
thing further would have been 
interference and anything less 
would have been a lack of ade- 
quate supervision. 


SUPERVISION BY INDIRECTION 


Supervision by indirection 
avoids ruffled feelings and results 
in good rapport between paid per- 
sonnel and volunteers, particularly 
where dual responsibility is in- 
volved. More important, it gets the 
job done. One director of volun- 
teer services, even with herculean 
stamina, can never give all the 
direct supervision needed by vol- 
unteers throughout the hospital. 

Indirect supervision protects the 
rights of the volunteer on the job 
and ensures adequate supervision. 
It is fascinating to observe that 
some department heads expect vol- 
unteers to perform tasks without 
supervision that they would never 
assign to a paid employee without 
strictest supervision. 

Another example of supervision 
by indirection involves the role of 
chairmen. We have, at Mount Zion 
Hospital, a group of volunteer 
hostesses serving in the x-ray 
department; they keep patients as 
comfortable as possible while they 
are waiting. Their props are maga- 
zines, cigarettes, coffee and over- 
head television screens with indi- 
vidual earphones. Each hostess is 
chosen because she is warm- 
hearted and sensitive to patient 
psychology. Yet for some reason, 
we had trouble with this particular 
service. Our hostesses complained 
about other department personnel, 
let supplies run out without replen- 
ishing them, missed their shifts 
without notification. Although 
well-placed, their morale was low. 
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They had as much department su- 
pervision as one could expect in 
this type of “self-starter” job. The 
answer had to lie elsewhere. 

It could not rest with direct 
supervision by the director of 
volunteer services, We could not 
ask any further supervision by the 
x-ray supervisor. Even though it 
was only a small group of five, we 
decided to try a volunteer chair- 
man. And work it did, like magic. 


MORALE: FORTE OF THE CHAIRMAN 


Attendance improved, enthusi- 
asm ran high, new ideas were born, 
and patients began calling the vol- 
unteer office to thank us for the 
kindness shown them by the host- 
esses. The chairman helps coordi- 
nate schedules, follows up with 
individual volunteers, visits them 
on the job and makes their service 
seem even more important. Thus, 
a new chairman joined the corps 
of trained auxiliary chairmen who 
serve as supervisory aides to the 
department of volunteer services 
at Mount Zion Hospital; they are 
indispensable tools of supervision 
by indirection. 

There are occasions when it ap- 
pears that supervision by indirec- 
tion is not working. On a particu- 
lar issue, the director of volunteer 
services may not be in agreement 
with the head of a department who 
is using volunteers. The director 
of volunteer services may find an 
auxiliary chairman overstepping 
her authority or lying down on the 
job. At these times, the volunteer 
director looks up her own imme- 
diate supervisor on the organiza- 
tion chart. In the first case, it may 
be the assistant administrator or 
the administrator; in the second, 
the chairman of volunteer services 
or the president of the auxiliary. 
It is unfortunate to have to refer 
what is essentially a problem of 
administration to the supervisors 
who have hired you to handle those 
problems. Still, it is better to know 
when to ask for help than to flout 
the rules of indirect supervision. 

Another situation which poses 
some uncomfortable moments for 
volunteer directors is the face-to- 
face supervision of the volunteer. 
No matter how we rationalize, we 
cannot escape the cold fact that the 
relation of the director of volun- 
teer services to the volunteer is 
different from that of the depart- 


ment head to the paid employee. 
Less tangible supervision exists 
over someone who volunteers serv- 
ices than over someone who sells 
services. 

The moment the volunteer walks 
in the door, the director of volun- 
teer services becomes involved in 
public relations with the commu- 
nity. It is not as easy to turn away 
a volunteer or tell her she looks 
sloppy or, on occasion, to fire her, 
as it is to do these things to a 
paid employee. But at times we 
must do these things. One searches 
for new ways to solve the problems 
left in the wake of the volunteer 
who takes a sudden three-month 
jaunt to Europe or who cancels out 
at the last minute because the baby 
is ill. These are the volunteer’s 
prerogatives as they are not the 
employee’s; they do not demand 
the disciplinary aspect of super- 
vision. It is perhaps less difficult 
to undertake this disciplinary 
function than some people assume, 
but unquestionably, it has its 
sticky aspects. The problem of 
appearance can be attacked in 
groups so it isn’t taken personally. 
One refuses the volunteer by not 
having the desired position on the 
preferred day of the week. In other 
words, one uses indirection. 

Coordination is a major part of 
the supervision offered by the 
department of volunteer services. 
Keeping the channels of communi- 
cation open at all times is the 
major part of coordination. If the 
door to the volunteer services de- 
partment is always open and if the 
traffic flows in and out, vital chan- 
nels of communication are open. 

Welcome the volunteer who 
bursts in with a crisis. Welcome 
the chairman who wrings her 
hands in despair over some volun- 
teer’s behavior or some department 
head’s sharp word. Welcome the 
department head who comes in to 
complain about the personality of 
one of the volunteers assigned to 
her. For as long as these people 
bring their problems to the volun- 
teer office, the director of volun- 
teer services is in firm control of 
the volunteer program. Then and 
only then will the three-headed 
volunteer report cheerfully and 
confidently to her assigned posi- 
tion, week after week. This is the 
reward for supervision through 
indirection. ® 
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NESTHESIOLOGY, pathology, and 
Picwcierses are accepted 
branches of the art of medicine, in 
spite of the fact that early dis- 
coveries in these areas were made 
primarily by men of science who 
were not medical men at all. How- 
ever, the application of these scien- 
tific discoveries to medical prac- 
tice has led to their acceptance as 
part and parcel of the specialized 
practice of medicine. There are two 
additional basic reasons for their 
inclusion: (1) only physicians are 
granted a license to practice medi- 
cine; and (2) economic reasons 
justify a fee for service rendered. 


THE FIGHT FOR STAFF STATUS 


For many years, there was con- 
siderable evidence of exploitation 
by hospitals of their anesthesiolo- 
gists, pathologists and radiologists. 
This exploitation was for the pur- 
pose of raising revenue to defray 


deficits in nonrevenue-producing 
departments. However, the chief 
objective of these specialists ini- 
tially was to improve their staff 
status—economics was only a side 
issue. 

Some of the first steps toward 
establishing staff status for pa- 
thologists in the hospital were 
- made at the New York State Path- 
ological Society, where early dis- 
cussions by pathologists involved 
whether persons other than physi- 
cians should operate laboratories, 
how exploitation of the pathologist 
by the hospital executive could be 
avoided, and even whether pa- 
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Nonsalaried specialists in hospitals 
should resurvey the main objective of 
their self-employment, the author be- 
lieves. He shows why present liberal 
personnel policies and fringe benefits 
make it advantageous for specialists 
to achieve a se'aried, but nonexploita- 
tive, relationship with hospitals. 





thology could be considered the 
practice of medicine. 

The original fight, then, was for 
recognition and status in the pro- 
fession. Once this status was gained 
from their medical colleagues, pa- 
thologists turned their attention to 
economics, Pathologists would first 
look at the fees paid surgeons— 
surgeons who wouldn’t operate 
without the pathologist’s advice— 
and then would look at their own 
empty pockets and wonder why 
they shouldn’t be paid more. From 
this came the idea that it was 
unwholesome to work for a salary, 
despite the fact that many of the 
pathologists’ best teachers had 
been salaried personnel. 

As a result of exploitation by 
hospitals and the denial of ade- 
quate staff status to anesthesiolo- 
gists, pathologists and radiologists, 
a strong effort was made to make 
these specialties self-employed. 
Self-employment was urged as a 
means to obtain the respect and 
status to which they were justi- 
fiably entitled. 


LIBERAL PERSONNEL POLICIES 


Regardless of whether there has 
been exploitation in the past, pres- 
ent factors require a resurvey of 
the main objective of self-employ- 
ment. We should see if a working 
relationship for the future can be 


maintained which will avoid ex- 
ploitation by either party. Many 
hospitals now have liberal person- 
nel policies which are not available 
to the self-employed, except by 
special arrangement. Many fringe 
benefits are attractive because they 
assist in developing security for 
the future. Practically any of them 
may be purchased by the self-em- 
ployed person. But experience in- 
dicates that the so-called rugged 
individualist either procrastinates 
or does not remember to look after 
his future until he finds he is left 
out of something provided for hos- 
pital employees. Then the fringe 
benefits begin to look more attrac- 
tive. The self-employed individual 
also begins to realize that these 
benefits, in part, have been con- 
tributed by the hospital, and that 
they do cost money. 

Using personnel policies of The 
Queen’s Hospital, Honolulu, to il- 
lustrate this point, here are some 
employee benefits to which the 
self-employed physician is not en- 
titled: 

Paid vacation. The self-employed 
physician is not entitled to the 
30-day annual vacation allowance, 
and he is required to hire his own 
vacation relief. As a result, his 
vacations are apt to be less fre- 
quent than they should be. 

Travel allowances. These permit 
attendance at mainland institutes 
or conventions at hospital expense. 
In the pathology department, for 
example, the department head 
(and his associate on alternate 
years) is provided with a travel 
allowance and per diem costs for 
educational purposes, for 30 days 
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in addition to his 30 days of paid 
vacation. 

Sick leave. Leave with pay is 12 
working days per annum, and may 
accumulate up to 60 working days 
(the equivalent of three months). 

Hospitalization insurance. Com- 
plete coverage in semiprivate ac- 
commodations is given without cost 
to the individual for 30 days in 
any calendar year. A substantial 
discount is given for catastrophic 
illness. 

Group life insurance. A present 
maximum of $10,000 is offered, but 
the hospital is considering raising 
this to $20,000. This may also be 
purchased through medical socie- 
ties or the various colleges, but, in 
some cases, there is a desire for 
this additional low-rate coverage. 

Social Security. This is available 
for the self-employed, but it in- 
volves an extra premium, plus ex- 
tra bookkeeping. 

Tax deduction. Federal and state 
income taxes are deducted at the 
source for salaried employees. This 
does not avoid payment of any 
taxes, of course, but a regular 
monthly deduction makes the quar- 
terly payment of estimated taxes 
seem less severe. 

Retirement pension plan. A self- 
employed person can buy an an- 
nuity from many insurance com- 
panies, but such a program is 
seldom set up at an early age. 

Liability insurance. Employees 
get protection under the hospital 
liability policy. Liability insurance 
may be obtained through the coun- 
ty medical society by the self-em- 
ployed physician, but sometimes 
this is inadequate or not kept up 
to date. 

Tax exemption. Employees get 
exemption from certain other taxes 
for which the hospital is not pres- 
ently liable. In Hawaii, for ex- 
ample, there is a three and a half 
per cent tax on the gross income 
of self-employed persons without 
allowing deductions for necessary 
expenses. Hospital employees have 
not been subject to this tax. 


SELF-EMPLOYMENT DISADVANTAGES 


Several incidents have occurred 
recently that have seemed to dem- 
onstrate some of the disadvantages 
of being self-employed. In one 
instance, an individual wished to 
join the pension plan. However, he 


could not do so because the plan 
had been set up with the employer 
making a contribution of three per 
cent and the employee four and 
one-half per cent. Although the 
individual had worked at the hos- 
pital for 16 years, there was no 
way of establishing past service 
benefits except on base salary. 
Since this could not be done, he 
lost all past service benefits, and 
was deemed ineligible for future 
benefits until a base salary could 
be established upon which an as- 
sessment might be made. The hos- 
pital management does not object 
to paying a substantial base salary 
plus a commission, but requires 
that the recipient be an employee. 
This individual possibly has an- 
other 20 years before retirement 
and he now feels the need of secu- 
rity. He wants to participate in the 
plan and still remain self-em- 
ployed, but it cannot be done. 

Sums relinquished in retirement 
benefits by self-employed special- 
ists are sizeable. The radiologist at 
our hospital recently calculated 
what he could have expected in 
retirement benefits if he had been 
a salaried employee. The amount 
—more than $1000 per month— 
could have provided him with 
postretirement security. 

In another instance, an individ- 
ual performed a service for an 
outpatient. Six months later it was 
claimed that an x-ray film had 
been read incorrectly and that an 
unrecognized fracture had been 
present which later necessitated 
surgical treatment. The case was 
settled by agreement for $3000 
against the hospital liability policy 
because the radiologist carried no 
liability insurance. He probably 
should have carried some insur- 
ance apart from the hospital poli- 
cy, for suppose the hospital had 
insisted he was self-employed? 

There are advantages and dis- 
advantages to self-employment, 
but it is worth another look. It 
certainly doesn’t seem the least 
bit unethical to suggest that others 
take a look. Maybe it is true that 
some have “bought a pig in a poke” 
by denying themselves employee 
status with its special benefits, and 
by gaining the honor of paying 
taxes unnecessarily. 

In Hawaii, Kaiser Hospital has 
recently been denied nonprofit 
status in real estate exemption. 


Where office space is rented to 
physicians (radiologists or pathol- 
ogists), the hospital is considered 
a cominercial enterprise. Even 
though only part of the building is 
devoted to commercial enterprise 
with profit to an individual, the en- 
tire hospital building and grounds 
has been deemed taxable by the 
tax commissioner. This could well 
put an institution and an individ- 
ual at a great disadvantage, be- 
cause buildings are appraised at 70 
per cent of present-day value and 
the real estate tax rate is more 
than $15 per $1000 value. 


THE ETHICS OF A SALARY 


The question raised here, of 
course, is whether a physician can 
ethically accept salaried employ- 
ment from a hospital. My conclu- 
sions on this are based on 25 years 
experience as a pathologist; I have 
worked for hospitals only on salary 
arrangements, 

I have never been in sympathy 
with the idea that the ability to 
practice medicine has a specific re- 
lationship to any system of charg- 
ing fees. If a salaried specialist is 
exploited, it may well be his own 
fault. I never received a salary 
increment without asking for it, 
but no requested increase was ever 
denied. Certainly, general practice 
would have been more rewarding 
financially. In fact, during my first 
year of general practice (1925), I 
earned more money than in any 
of the following 20 years, when 
I was practicing pathology. But 
there have been other satisfac- 
tions in practicing pathology which 
money could not supply. 

In 1950, hospital administrator- 
ship devolved upon me; it has been 
a job even more challenging than 
pathology. It is a job which a lay- 
man with adequate training could 
do (and according to some, could 
do better), but it involves admin- 
istrative procedures which fringe 
on the practice of medicine and 
which partially direct the treat-~ 
ment of the patient. It is a matter 
of executing rules and methods 
according to judgment. Both hos- 
pital administration and medicine 
are a matter of education, experi- 
ence and judgment to guide patient 
treatment and to assure good pa- 
tient care. Yet no one protests that 
an administrator should not work 
on a salaried basis. s 
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PART TWO OF A TWO-PART ARTICLE 


A CRITICAL 
INCIDENT 
STUDY 
OF HOSPITAL 
MEDICATION 
ERRORS 


by MIRIAM ARONSTEIN SAFREN and ALPHONSE CHAPANIS, Ph.D. 


HIS SECTION contains recom- 
mendations aimed at the design 

of a safer and more efficient medi- 
cation system. These recommenda- 
tions are based in large part on the 
data reported earlier, in part on 
supplementary observations col- 
lected by the investigator during 
the study and in part on intuitive 
insights into the special problems 
of the medication system in a large 
hospital. They are grouped under 
four major headings: 

1. Recommendations dealing 
with written communication. 

2. Recommendations dealing 
with medication procedures, 

3. Recommendations dealing 
with the working environment. 

4. Recommendations for train- 
ing and education. 

Before turning to specific rec- 
ommendations, however, it is im- 
portant to state explicitly a general 


Miriam Aronstein Safren is a research 
fellow and instructor in the department 
of psychology, the Johns Hopkins Univer- 
sity. This thesis was submitted to the 
faculty of philosophy of the university to 
meet the requirements for an M.A. degree. 
Alphonse Chapanis, Ph.D., is professor of 
psychology and industrial engineering, the 
Johns Hopkins University. 
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In Part 1 of this two-part article, 
which appeared in the last issue of this 
Journal, the authors reported on a 
study of 178 medication errors and 
near errors in an 1100-bed hospital 
during a seven-month period, listing 
the major causes of these errors. 

In this concluding part, the authors 
present their recommendations for re- 
ducing hospital medication 
These include specific recommenda- 
lions pertaining to (1) written com- 
munication, (2) medication proce- 
dures, (3) the working environment 
and (4) education and training. 


errors. 





premise which must underlie any 
thinking about this problem: The 
entire medication system must be 
designed to take into account hu- 
man limitations and weaknesses. 
Nurses are not automatons. They 
are people, with all the human 
frailties and weaknesses of people 
in general. A completely error-free 
nurse is an ideal which can never 
be attained, and any medication 
system which assumes that per- 
sonnel can be completely error- 
free in any and all circumstances 


is bound for trouble. Instead, at- 
tention must be focused on tech- 
niques and procedures which, by 
their very nature and design, re- 
duce the probability of human 
misinterpretation and error. 


WRITTEN COMMUNICATION 


Careful examination of the in- 
cidents collected in this study and 
of the causes contributing to these 
incidents shows that one of the 
major difficulties with modern 
medication procedures is poor 
written communication. Drugs 
with similar names but different 
usages, confusing nomenclatures, 
illegible handwriting, drug labels 
so small as to be scarcely visible, 
abbreviations that resemble each 
other—all these are examples of 
poor written communication which 
almost literally invite human error. 
For this reason, the more impor- 
tant recommendations resulting 
from this study have to do with 
this serious deficiency in hospital 
practice. 

1. The system of drug nomen- 

(Continued on page 65) 
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County-wide alert = 


unites community’s disaster 


by ROBERT W. WALKER 


N EARLY EVERY HOSPITAL has its 
i own disaster plan on paper, 
but unfortunately, few hospitals or 
communities have done more than 
read the articles and draw up a 
plan. 


TEST THE DISASTER PLAN 


Actual practice drills of these 
paper plans are vital; original 
plans always need considerable re- 
vision after actual experiences. A 
full dress disaster alert tests the 
practicality of the paper plan and 
familiarizes each employee with 
his duties. 

The problems we encountered in 
planning for a county-wide alert 
may assist other communities in 
making such plans. 

In Paris, Ky., we have two hos- 
pitals—one a 96-bed general hos- 
pital and the other a 110-bed state 
tuberculosis hospital. A 200-bed 
complete emergency hospital is 
stored on the grounds of the tu- 
berculosis hospital for civil de- 
fense. The county population is 


Robert W. Walker is administrator, 
State Tuberculosis Hospital, District 3, 
Paris, Ky. 
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Hospitals need practice disaster 
alerts to test the practicality of their 
plans and to train employees and vol- 
unteers, the author states. He describes 
the problems and steps involved in 
planning a county-wide alert with 
the help of civil defense, city and 
county officials, and community or- 
ganizations. 





18,000; the population of Paris is 
7000. 

Our county civil defense organ- 
ization is probably typical of most 
county organizations. The director 
is a hard working volunteer; when 
we began our plans most of his 
organization, because of public 
apathy, was just on paper. Both 
Paris hospitals also had integrated, 
but untested, disaster plans. 

We at the tuberculosis hospital 
decided to test our plan by organ- 
izing a mock disaster in our hos- 
pital. The general hospital and 
civil defense authorities would be 
invited to participate, thus making 
it a county-wide affair. 

Our first step was to consult ad- 
ministrators of the Lexington, Ky., 
hospitals, who had organized this 
type of alert two years previously. 
The Lexington administrators told 
us an authority conflict exists be- 
tween civil defense and the mili- 
tary. They suggested whom to in- 


vite to the first meeting, and gave 
us samples of the specially de- 
signed tags they had used to iden- 
tify casualties. After assimilating 
their information and printed ma- 
terial, we called a February meet- 


ing. 


MEETING NO. 1: FRUSTRATION 


The mayor, county judge, coro- 
ner, the civil defense director, 
president of the medical society, 
and administrator and director of 
nurses at the general hospital were 
invited to this meeting. The medi- 
cal director, administrator, and as- 
sistant administrator of the tuber- 
culosis hospital attended. 

The meeting got off to a very 
bad start, since the county judge 
and the coroner could not attend. 
The administrator of the tuber- 
culosis hospital explained the pur- 
pose of the meeting. He then 
announced that the assistant ad- 
ministrator would help plan and 
carry out the alert if everyone was 
agreeable. They weren’t! 

The civil defense director stated 
it was the duty and responsibility 
of civil defense to plan and coor- 
dinate all services in case of an 
emergency; that hospitals had 
nothing whatsoever to do with 
emergencies until the casualties 
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VOLUNTEERS carry casualties from the 
disaster area of a local plant during 

a county-wide practice alert in Paris, Ky. 

A fire and explosion disaster was practiced, 
because this type of alert could 

best test the ability of hospitals and local 
agencies to handle casualties on short notice. 


(BELOW) IN THE admitting area 

of the State Tuberculosis Hospital, Paris, Ky., 

a member of the auxiliary collects belongings 
from casualties. Office 

Personnel are recording the necessary sociological 


plans 


arrived at their doors. All others 
present agreed with this premise; 
however, none of them had any 
idea what to do in case of disaster. 
The civil defense director stated 
that his plan was completely 
worked out—on paper. It was dis- 
covered that the civil defense phy- 
sician, who was expected to coor- 
dinate all medical and hospital 
services, had never mentioned it to 
either the hospitals or the medical 
society. 

This first meeting brought noth- 
ing but a spirit of frustration. 
However, another meeting in two 
weeks was agreed on. 


MEETING NO. 2: THE AIR CLEARS 


Representatives of the Boy and 
Girl Scouts and. Red Cross were 
invited to the second meeting. A 
new civil defense medical officer 
had been appointed by the civil 
defense director; he discussed dis- 
aster problems with the other phy- 
sicians and hospitals. 

For the second meeting the air 
was considerably cleared. It was 
agreed that the group would act as 
a steering committee; all planning 
outside the hospitals would come 
through the civil defense director. 
Concrete plans, subject to future 
revision, were made. 
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data about each casualty on their 


identification tags. 


The disaster would take place on 
Thursday, May 14th, at 1:30 p.m. 
Thursday was set because most 
physicians’ offices were closed on 
that afternoon. The 1:30 hour was 
used so the “casualties”, who 
would be factory workers, could 
participate and return to the plant 
before the shifts changed. Waiting 
until May gave the new civil de- 
fense medical officer time to per- 
fect his organization. 

The disaster would be local in 
nature—a fire and explosion at a 


local garment factory employing 
approximately 350 persons. Before 
deciding on this particular type of 
disaster, three other possibilities 
were discussed. 


CHOICE OF DISASTER 


The first was a local atomic at- 
tack. This we discarded as unlike- 
ly. If an attack did happen, we 
knew we would be in no condition 
to practice what we had learned. 

The second was an atomic attack 
of Louisville or Cincinnati—85 
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miles distant, or Ashland—100 
miles distant. The influx of casual- 
ties following such a_ disaster 
would of necessity be a long-term 
proposition with many hours elaps- 
ing between the time of the attack 
and the arrival of casualties. This 
type of disaster was abandoned, 
since the situation would require 
more planning for long-term hous- 
ing and feeding than for immediate 
hospitalization of large numbers of 
emergency cases. The third possi- 
bility—a flood or tornado in some 
adjacent community—was also 
discarded for these reasons. 

The local fire disaster, with only 
minutes of warning, would test the 
abilities of the two hospitals to 
receive many casualties on ex- 
tremely short notice, and also test 
the efficiency of the fire and police 
departments, civil defense officials, 
and all auxiliaries. 

There would be 41 casualties; 
20 of the more serious would be 
sent to the general hospital and 
21 of the less serious to the tuber- 
culosis hospital. 

The physicians were asked to 
prepare a list of injuries that could 
be expected in an explosion and 
resulting fire. By mutual agree- 
ment it was then decided which 
patients would be sent to each hos- 
pital (see Figure 1). A sprinkling 
of more serious cases—fractures 
and severe scalds—were allocated 
to the tuberculosis hospital to give 
the personnel experience in han- 
dling all types of cases. 


STORAGE OF SUPPLIES 


Next, identification tags, splints, 
bandages, and stretchers were dis- 
cussed. 

Stretchers for civil defense were 
. being stored in the emergency 
hospital. However, permission to 
use them probably would have 
been difficult to obtain; also, they 
were stored so inaccessibly that it 
would have taken an hour to reach 
them. We therefore obtained 12 
stretchers from the state division 
of surplus property. These are per- 
manently stored in an unlocked 
room in the general hospital where 
they are always available. 

Old sheets donated by the hos- 
pitals were made into roll band- 
ages by the Red Cross and stored 
in the same place. Lumber com- 
panies donated plyboard which the 
hospital maintenance departments 
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Extensive burns of face 
and hands. 

Chest — penetrating 
wound with shock and 
bleeding. 

Laceration of eyelid and 
eye. 

Pelvic fracture. 

Bleeding from chest; 
dying on arrival. 
Laceration and fracture of 
skull. 

Fracture—ribs and ster- 
num; pneumothorax — 
left. 

Internal injuries—shock. 
Fracture of left femur 
(compound). 

Crushed right foot. 
Fracture of jaw mandible. 


Scald of face. 

Burns of both knees and 
shins. 

Laceration—left wrist— 
bleeding. 

Simple fracture of left 
wrist. 

Scalds of thighs. 

Minor burns of left leg. 
Minor burns of left arm. 
Minor burns of fingers. 
Burn right arm (minor). 
Tip of nose burned. 

Back of neck burned by 
steam. 





Injuries to be treated at the general hospital 


Injuries to be treated at the tuberculosis hospital 


12. Contusion of head; un- 
conscious. 

13. Laceration—deep bleed- 
ing of right arm above 
elbow. 

14. Dislocated left shoulder 
with fracture of left clav- 
icle. 

15. Fracture of right upper 
arm. 

16. Fracture of left lower arm. 

17. Simple fractures of both 
tibias (lower leg). 

18. Crushed foot—left. 

19. Laceration of face. 

20. Laceration of head and 
neck (across the nose). 

21. Laceration of left thigh 
(major). 

22. Compound fracture of left 
thumb. 


12. Minor burns of right leg. 
13. Burn left arm (minor). 
14. Burn—hand and face 
(minor). 
15. Minor burn of right hand. 
16. Burned right hand, Ist 
degree. 
. Minor burn of left hand. 
. Right ear burned. 
Burned finger. 
Simple fracture —lower 
left leg. 
Fractured right ankle with 
lacerations. 








Figure 1—Casvualty list for the mock disaster. 


made up into splints to be stored 
with the bandages and stretchers. 

We decided to use identification 
tags similar to those used in Lex- 
ington (see Figure 2). Each heavy 


cardboard tag is five inches 
by eight inches, with a hole in the 
top for a long string. The bottom 
two inches of the tag is perforated 
so it can be detached. The tag is 
printed to record information on 
front and back. 

We arranged to have 1000 tags 
printed. Their $30 cost was shared 
by the city and the Red Cross. A 
Boy Scout troop pasted the cloth 
rings around the holes and looped 
24 inches of string in each card. 
The tags were then prenumbered 
top and bottom and stored at the 
general hospital with the stretch- 


ers, splints and bandages. 

Specific duties for each key in- 
dividual and organization during 
the alert were then decided. The 
civil defense director would stay 
in civil defense headquarters in the 
city office to direct the operation. 
All requests for services and sup- 
plies would come through him. 

The fire department would pro- 
ceed directly to the fire. City police 
and the sheriff’s office would be in 
charge of traffic control at the 
scene of the disaster, on the routes 
leading to and from both hospitals 
and at the hospital entrances. The 
Boy Scouts and Girl Scouts would 
assist with traffic control and park- 
ing at the two hospitals. 

Trained male Red Cross aides 
were to assist at the disaster scene 


HOSPITALS, J.A.H.A. 











O 


PRINT ALL INFORMATION 
MUST BE SECURELY ATTACHED TO PATIENT 


Name. Age Tag No 





O 


Name of Hospital 





Final Diagnosis 


Race: W-— N. Other. 


Sey Relic 





Address. 


Pe 





Nearest Kin 


Relati hi 





Address. 


___Phone. 


r 





Principal Diagnosis: 








Admitted 


Final Disposition: 


Time 











Transferred to 


Hospital Time Date 








Order of Care: Urgent 2 


Less Urgent [) Least Urgent [) 





Surgery Major [J Surgery Minor [J 


Transferred to 


Time Date 


Shelter. 





First Aid Station 1] 





TREATMENT ORDERED GIVEN BY 


Died Time 


Date Disposition _____. 





TIME DOSAGE 





Discharged 


Time. Date. 











Lab. 























TEAR OFF AND GIVE TO FRONT OFFICE 


Name_____ 
Race: WN Other. Sex 





Final Disposition: 
Religi Admitted 





Address. 


Phone 





Nearest Kin 


Relationship. 





Address. 


Phone. Died______Time 





Di 


Discharged____ 








Disposition 


Date. Hour 








|, roe 








ee a 
_— Hospital_______Time. 


Transferred to ___ 


Transferred to___ 


i PP CEs SR ee 
Date 
Date 


_ Shelter Time 


Date 





Disposition. 





Time________Date 














Figure 2—Front and back views of the tags used to identify casualties. 


and act as stretcher bearers at the 
hospitals. Auxiliary members were 
to help in tagging, collecting be- 
longings, and as messengers in the 
hospitals. 


The civil defense director would 
have ambulances, station wagons, 
and “school buses available to 
transport casualties. The civil de- 
fense medical officer was to ar- 


THE ASSISTANT administrator at State Tuberculosis Hospital processes some of the casualties 
in the admitting area. Congestion in this area became a critical problem during the alert, 
because most of the casualties arrived in a very short period of time. 


MAY 16, 1960, VOL. 34 


range all physicians in the com- 
munity into three-man surgical 
teams, and to assign them where 
needed when the disaster occurred. 

The principal means of com- 
munication were to be the tele- 
phone connected with civil defense 
headquarters, two-way radios in 
police cruisers and sheriff’s cars, 
and the local radio station. Inter- 
nal arrangements in the hospitals 
were left up to each hospital. 

The alert would be given no ad- 
vance publicity. Instead, the civil 
defense director would tape a re- 
cording to be played on the radio 
station at exactly 1:30 p.m., telling 
the public what to do and stating 
that this was a practice alert. 

One other meeting was sched- 
uled for May 7, one week before 
the alert. By then both hospitals 
were to have their internal plans 
perfected and final plans could be 
discussed on arrangements outside 
the hospitals. 


Administrators and assistants 
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from the two hospitals met and 
discussed the planning within the 
hospitals. The general hospital 
representatives decided to make 
plans for the alert with their de- 
partment heads, but would wait 
until after the May 7 meeting to 
have dry runs within the hospital. 
We at the tuberculosis hospital, 
however, decided to have dry runs 
prior to the May 7 meeting, since 
we might gain something from 
these experiences that would alter 
our plans for the over-all alert. 
To implement this decision, the 
assistant administrator, using the 
printed hospital disaster plan as a 
guide, assembled all department 
heads and the medical director to 
“walk through” the _ procedure. 
This took approximately 15 min- 
utes, and accomplished very little. 
A more realistic approach was 
then taken. Using two hospital em- 
ployees as “casualties”, the on- 
duty personnel participated in a 
practice which began with the 
stretchers at the front door. It was 
then that we found the procedures 
outlined in the printed form were 
not practical in many cases. This 


practice was repeated two or three 
times, with changes in individual 
employee responsibilities, until a 
practical system had been worked 
out. 

Three days before the final meet- 
ing, the hospital staff met to discuss 
the faults that had been shown 
during the dry run. Department 
heads’ responsibilities were dis- 
cussed in detail and noted in the 
minutes so each department could 
discuss them later. 


MEETING NO. 3: COMPLETED PLANS 


At the May 7 meeting all ar- 
rangements for the disaster were 
analyzed. 

At this meeting the civil defense 
director read a copy of the tape 
recording to be played over the 
radio. It ran approximately two 
minutes and stated, once at the be- 
ginning and once at the end, that 
this was a practice alert. The rest 
of the recording instructed the 
public in what to do while the 
alert was in progress. He then re- 
ported that all ambulances, station 
wagons, and two school buses 
would be available and that a civil 


THE CIVIL defense officer administers emergency first aid to a casualty at the disaster scene. 
In addition to the county civil defense organization, such groups as the fire and police 
departments, hospital auxiliaries, Boy and Girl Scouts, and the medical society cooperated 


with hospitals on the practice alert. 


defense ambulance from a nearby 
community would be alerted. 

When notified by the civil de- 
fense officer, the civil defense med- 
ical officer reported that he would 
immediately dispatch a vehicle to 
transport emergency supplies from 
the general hospital to the disas- 
ter scene. He would proceed to the 
disaster. All physicians had been 
organized into three-man surgical 
teams and been advised of their 
assignments. 

Red Cross aides already fur- 
nished with civil defense identifi- 
cation bands would be ordered to 
report immediately to the disaster 
scene to help with first aid and 
ambulance loading. 

Police had worked out a stand- 
ard route for ambulances to follow 
to and from both hospitals. These 
routes would automatically be 
blocked off in case of disaster. The 
complete police force and sheriff’s 
office, both night and day shifts, 
were to be utilized during this 
period. 

Eight older Boy Scouts and eight 
Girl Scouts were available to assist 
at each of the two hospitals. 


DISASTER COMMUNICATIONS 


The telephone company, after 
numerous discussions, agreed that 
upon being advised of an alert no 
incoming calls would be placed to 
either of the hospitals for 15 min- 
utes. The hospitals would notify 
their off-duty employees by tele- 
phone and the civil defense direc- 
tor would notify the radio station 
to advise all off-duty employees 
and auxiliary personnel to report 
immediately to their respective 
hospitals. 

The two hospitals would notify 
the auxiliary president of the alert 
by phone; she in turn would advise 
her personnel to report. All tele- 
phone communications were to be 
discouraged during this interval. 
Official calls would begin with the 
phrase, “This is a disaster alert 
call.” Telephone company opera- 
tors would place all such calls im- 
mediately. 

Should either hospital require 
supplies or personnel which were 
available at the other hospital, 
they would contact the civil de- 
fense director instead of communi- 
cating direct. 

The management of the garment 

(Continued on page 126) 
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HOW 


TO ORGANIZE 
A DEPARTMENT HEAD 


MANUAL 


by HARRY J. WERNECKE JR. 


ion ASKED questions of policy 
can be a frequent experience 
for the hospital administrative 
staff. Probably every administra- 
tor has been asked the question, 
‘We had a problem similar to this 
last year. What did we do about 
it then?” 

Administrators may wonder why 
department heads seek answers to 
these elementary policy questions. 
The probable answer is that de- 
partment heads ask elementary 
questions because that is the easiest 
way to get answers. What is need- 
ed is an easier available method. 


AN AUTHORITY ESSENTIAL 


A department head manual is 
the only sure means of keeping up- 
to-date policy information and key 
procedures at the finger tips of 
each department head. This infor- 
mation is essential to his authority 
and responsibility. A department 
head manual, supplementing other 
means of communication, will go 
a long way toward developing the 
department head to be the true 
manager he should be. 

Having policies in writing and 
available to all department heads 


Harry J. Wernecke Jr. was personnel 
director of Rochester (Minn.) Methodist 
Hospital for five years. He is now a student 
in the course in hospital administration at 
the University of Minnesota. 
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A department head manual, the 
only sure method of keeping hospital 
policy information available and up- 
to-date, has distinct advantages for de- 
partment heads, the administrator and 
the hospital, the author states. He ex- 
plains these advantages and outlines 
the steps in preparing an efficient 
manual, 





and administrative staff is of dis- 
tinct advantage to department 
heads, the administrator, and the 
hospital in the following ways: 

1. Written policies save time be- 
cause the same decisions don’t have 
to be reached over and over again 
as similar problems arise. 

2. Uniform application of policy 
throughout the hospital is encour- 
aged because all department heads 
have the same written version of 
the policy. Written policy also 
guides department heads into tak- 
ing similar action in similar situa- 
tions. 

3. Department heads, armed 
with the essential information, are 
able to answer questions that 
otherwise would be referred to a 
higher administrative authority or 
a staff department. 

4. Department heads can take 
positive action based on written 
policy because they know where 
they stand. 


5. The necessity of writing a 
policy for a manual tends to force 
a thorough analysis of the subject 
or problem covered, which results 
in a more sound policy. 


ORGANIZING THE MANUAL 


The department head manual 
should be organized to include all 
written policies for the entire hos- 
pital, even if more than one vol- 
ume is necessary. Since policies 
can often be alphabetized under 
several key words, a numeral or- 
ganization is preferred over an 
alphabetical organization of sub- 
ject matter. A numerical code, on 
the other hand, can usually be or- 
ganized around categories which 
already exist in a hospital organi- 
zation, such as the various depart- 
ments. 

The manual used at Rochester 
(Minn.) Methodist Hospital has a 
major section for each department; 
that is, for each major area of hos- 
pital activity (see Fig. 1). Sections 
and subsections are organized ac- 
cording to the subject matter of 
the section (see Figs. 2, 3, and 4). 

Following are some suggestions 
that might prove helpful in build- 
ing up a department head manual: 

1. Use the same format for each 
page. This should include certain 
essential information and also in- 
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All Department Heads Subject: DEPARTMENT HEAD MANUAL 
>. Mickey Date: May 1, 1959 ) All Department Heads Subject: GENERAL ADMINISTRATION 

Herold C. Mickey Number : 

partment head manual is esteblished because of the desirability Date; May 1, 1959 Page: 


° administrative policies and procedures in writing and 
in an organized, orderly sequence for quick reference. 





tions, deletions, and changes in the policies end p $ The policies in the general administration section of the department 

manual may be made only with the approval o i r head manual will be of common interest and generel application in ell 
yur responsibility to recommend the edditi ° r departments. The subsections sre: 

es relating to your department's functions 

eep thie manual up to date and active. 

1001 to 1099 History and general informetion about hospitel 

{ concern to you and your department wi 

Q inclusion in this aenusl. Policies whi vious 1 t 1101 to 1199 Current memoranda with temporary usefulness 

apply to your department will not be included y volum 

intent being that th menue) ractical working guide for you. 1201 to 1399 Organization; duties and responsibilities; relationships 


Policy statements previous ly bu which conflict with the econ- 1401 to 1599 Generel policies affecting #11 or most personnel 
tents of this manual ere rescinded. 4 new pages from 
time to time, please edd them to tt 1 nding tp thee aur, 1601 to 1699 Minutes of monthly edministretive meetings 
If o new page is numbered the same as @ previous page, this indicates 
@ change hes been mede and the new pege should be placed in the manus) 21701 to 1799 Administretor’s letter to employees 
and the old one destroyed 


ions, end changes have beer r by the 
1 be published and distributed t ne personnel 
Olume is for your personal use but re- 
of the hosp 


i f the manual is listed below, the organi- 
2 end subsection is outlined on the first pege of 


that section 


Dietary 
8,000 Pharmacy 
9,000 Maintenance 
10,000 Housekeepin, 
11,000 School of Nursing 
12,000 Medical Steff 


Copy Number four 


O 


Herry J. Wernecke 











Fig. 1—Page 1 of the department head manual Fig. 2—Organization of section on general adminis- 
tration 





form the department head of the Each page should indicate that it the subject matter, usually the ad- 
fact that the page is to be inserted is being sent out by orders of the ministrator. If the original source 
in his manual. highest authority concerned with (Continued on page 125) 
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All Department Heads Subject: RSONNEL PROCEDURES 
ll Department Heads Subject PERSONNEL POLICIES AND PROCEDURES 
Harold C. Mickey Number : 
Harold C. Mickey Number ; 2000 
May 1, 1959 
May 1, 1959 Page: 


fot{oy Tamostey 


Subsection 2900 contains procedures necessary for carrying out our 
Section 2000 of the department head manuel is designeted for personnel personnel program. The contents of this subsection will be coded 
policies and procedures. as follows: 

Future additions to this section will be cod 
to 2909 Hiring, orientetion, probationary period 


2099 Policies for bergsining unit to 2919 Terminations; retire, discharge, warnings 


Policies for professional nurses to 2929 Leaves of absence, trensfers, changes in name end 
eddress 

Licensed practical nurses 
to 2939 Pay; time cards, salary changes 
Policies for professionals other than ourses 
> to 2949 Benefits 
Policies for office and other salaried personne) 
> to 2959 Services 
Policies for administrative end managerial personnel 
to 2969 Accident reports; safety 


The Change of Stetus Form is widely used in many of the procedures 
outlined in this section. This multipurpose form is used to initiete 
Policies for school of oursing faculty any transaction concerning personnel. e employment requisition, 
changes in position within the department, transfers between depart- 
Personne] procedures ments, resignations, and the termination record are all condensed into 
this form. Spece is also available for placing other comments in the 
employee's file, such as complime ry notes on unsatisfac- 
tory work. 





The top portion of the form, giving the loyee's name and the effec- 
tive date of the transaction, should alw be compl ad, except wh 
using the employment requisition. 





A sample copy of the Change of Stetus Form is the next page, showing 
how each portion of the form might appear when used for the various 
transactions. The sample is not typical because in actual practice a 
seperate form will be ood For asce transection. 

















Fig. 3—Organization of section on personnel policies Fig. 4—Organization of subsection on personnel pro- 
and procedures cedures 
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AMP 
ALL-ELECTRIC HOSPITAL BED 


the FOREMOST in electric bed 
design and efficiency 


The amp bed is listed by Underwriters’ Laboratories, Inc., 
for use with oxygen administering equipment. 


We invite your inquiry 
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WAL BLOOD LEVELS 
tially higher than po- 
fassium penicillin V (higher 
levels than with intramuscular 
procaine penicillin G). You get 
injection levels with a tablet. 


MAXIMAL ORAL INDICATIONS 


Indicated in infections caused 
by streptococci, pneumococci, 
susceptible staphylococci, and 
gonococci, including: 
impetigo 
susceptible 
staphylococcal 
abscesses (with 
indicated surgery) 
cellulitis 
lymphangitis 
pyoderma 


pneumococcal 
pneumonia 
gonorrhea 
tonsillitis 
laryngitis 
otitis media 
streptococcal 
pharyngitis 
Also prophylactically in sec- 
ondary infections following 
tonsillectomy, dental extrac: 
tions, other surgical proce- 


dures. 
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COMPARATIVE ORAL SERUM LEVELS* 
Fasting and Non-Fasting States / 250 Mg. Dose 


fi 
pemcihn V potassium Non-Fest 


AVERAGE SERUM LEVELS Mcg /mi 


COMPARATIVE SERUM LEVELS 
Oral Maxipen vs. intramuscular Penicrilin G 


—— — Maxipen, 250 mg (average vaiuesit 
ame potaserum pemodthn G 300,000 vats 
(15 pabvents) 
(procame pencin G, 600,000 unuts) 
©0¢{ (Pousmem pemeihen Q, 200,000 unts) 
(16 patents) 


AVERAGE SERUM LEVELS Mog /M 


*Based on 3294 individual serum antibiotic determinations 
tBased on 1716 individual serum antibiotic determinations 
Complete details on request 


MAXIMAL FLEXIBILITY 


May be administered without 
regard to meals. However, 
highest absorption is achieved 
when taken just before or be- 
tween meals. 


Dosage: For moderately severe condi- 
tions, 125 to 250 mg. three times daily. 
For more severe conditions, 500 mg. as 
often as every 4 hours around the clock. 


Note: To date, MAXIPEN has not shown 
less allergic reactions than older oral 
penicillins. Usual precautions regard- 
ing penicillin administration should be 
observed. 

Supplied: MAXIPEN TABLETS, scored, 125 
mg. (200,000 units) bottles of 36; 250 mg. 
(400,000 units) bottles of 24 and 100. 
MAXIPEN FOR ORAL SOLUTION; reconsti- 
tuted each 5 cc. contains 125 mg., in 
60 cc. bottles. 


Triumph of Man Over Molecule 
Designed by Pfizer for Maximal Benefit 


The high oral efficacy of MAXIPEN is due to 
the fact that this is a new “tailor made” 
penicillin —a mixture of the D and L isomers 
of a-phenoxyethy! penicillin potassium. It is 
the first available of the penicillins now being 
designed by the Research Division of Pfizer, 
pioneer in the commercial development of 
penicillin and a leading producer for 17 years. 


New York 17, N. Y. 

J. B. Roerig and Company 

Division, Chas. Pfizer & Co., Ine. 
Science for the World's Well-Being ' “ 





for feesnceciecunicieciiesn the completely new 
form of tetracycline 


higher blood levels 


— other 
tetracycli 


Velacycline Intramuscular peak 
blood levels are twice as high 
as those produced by intramus- 
cular tetracycline phosphate 
complex, and these blood levels 
remain consistently higher 
over a 24-hour period. 


more soluble than other 
tetracyclines 

Velacycline is 2500 times more 
soluble than ordinary tetracy- 
cline. Because of the high 
solubility of Velacycline Intra- 
venous over the entire physio- 
logical pH range and its neutral 
pH in solution, this prepara- 
tion is unusually well adapted 
for intravenous therapy. 


more efficiently absorbed 
than other tetracyclines 


Velacycline Intramuscular is 
more readily absorbed than any 
other form of intramuscularly 
administered tetracycline, 
thus providing rapid, peak 
concentrations of the anti- 
\ biotic at the site of infection. 


Supply: VELACYCLINE INTRAMUSCULAR: 
Single-dose vials of 150 mg. or 350 mg. 
(for reconstitution). Formulated with 
Xylocaine and buffered with ascorbic 
acid, VELACYCLINE INTRAVENOUS: Vials of 
700 mg. (for reconstitution). Buffered 
with ascorbic acid, 





Squibb Quality— 
the Priceless Ingredient 


intramuscular 
, o | i} intravenous 


Squibb N-(Pyrrolidinomethy!) Tetracycline 


*VELACYCLINE’ (S A SQUIBB TRADEMARK 


“RYLOCAINE’ @ IS A TRADEMARK OF ASTRA PHARMACEUTICAL PRODUCTS INC. FOR LIDOCAINE 
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clature. In many cases in which a 
nurse misread a label, she selected 
a drug with a name similar to the 
one ordered. When she made an 
error in copying the name of the 
drug ordered by the physician onto 
the nursing care card and medicine 
tickets, she often wrote the name 
of a drug similar to the one or- 
dered. In addition, nurses have re- 
ported that they are sometimes 
confused by the fact that there are 
many drugs of the same chemical 
composition, but with different 
trade names. All of these instances 
point to the fact that the present 
system of drug nomenclature is 
confusing and can stand much im- 
provement. It is recommended, 
therefore, that the pharmaceutical 
industry study this problem with 
the aim of setting up standards for 
drug nomenclature. 

2. The method of writing drug 
dosages. In several instances in 
which a nurse misread the dose of 
the drug written on the medication 
order or the label, she failed to 
note the decimal point of the dos- 
age. Thus, .1 c.c. was read as 1 c.c., 
or 2.5 mgm. was read as 25 mgm. 
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In addition, nurses often confused 
similar abbreviations: for exam- 
ple, micrograms (mcg.) with mil- 
ligrams (mgm.). This indicates 
that the present method of writing 
drug doses can result in perceptual 
errors, and should be improved. 
One possible improvement might 
be to write the drug dose as a frac- 
tion to avoid the perceptual errors 
that occur when decimal points 
are used. 

3. The standard medical termi- 
nology. Nurses sometimes confused 
certain standard medical abbrevia- 
tions. For example, every night 
(q.n.) was confused with every 
hour (q.h.), and every other day 
(q.o.d.) was confused with every 
day (q.d.). Furthermore, nurses 
sometimes did not understand the 
meaning of certain common termi- 
nology; for example, the instruc- 
tion to give the medicine on odd or 
even days. This indicates that the 
medical profession should under- 
take research to devise a system of 
terminology that is less confusing. 

4. The visibility of the medica- 
tion orders. The medication or- 
ders written in the physicians’ or- 


ufessional hractice 


tinued from page 53) 


der book were often not noted, and 
hence not transcribed to the nurs- 
ing care cards and medicine tickets. 
This indicates that the physicians’ 
orders are not presented clearly. It 
is recommended, therefore, that 
the nursing department and the 
medical staff study this problem 
and devise a way of presenting 
orders so they can be more readily 
perceived. 

5. The legibility of drug labels 
and the arrangement of drugs in 
the ward medication cabinet. Other 
factors that contribute to incidents 
are the poor labeling of drugs and 
their arrangement in the ward 
medication cabinet. Many drug la- 
bels were difficult to read under 
suboptimal conditions. Sometimes 
this was because information was 
illegibily written. In other cases, 
the print of some part of the mes- 
sage was very small, or some part 
of the message was ambiguous. 

The arrangement of drugs in the 
ward medication cabinet is not 
standardized and varies greatly 
throughout the hospital. However, 
in many of the units visited, the 
drugs were placed so that it was 
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difficult to see the label, and to 
reach the drug. In addition, in a 
few units, it was found that two 
drugs that were frequently con- 
fused, digoxin and digitoxin, were 
kept in the same section of a 
drawer. All of this suggests that 
drug labels should be designed ac- 
cording to sound human engineer- 
ing principles and that research 
should be conducted on the opti- 
mal arrangement of drugs in the 
ward pharmacy. Some concrete 
suggestions on the latter point have 
been offered by Archambault.5 


MEDICATION PROCEDURES 


A large number of incidents oc- 
curred because nurses made er- 
rors while following procedures, or 
failing to follow procedures. This 
suggests that the medication pro- 
cedures need to be studied from 
two viewpoints: (1) That of sin- 
gling out any difficulties associated 
with particular procedures, and 
then making the necessary changes 
so that they are easier to follow, 
and (2) that of building more safe- 
ty checks into medication proce- 
dures, so that if a nurse should 
forget to follow one step, or makes 
an error, it would be detected at 
some other step. 

To illustrate the first point: 

a. In a substantial number of 
incidents, the nurse forgot to fol- 
low the procedure of checking the 
bedside tag against the medicine 
ticket. This suggested that the 
bedside tag should be carefully 
studied. Subsequent investigation 
showed that the bedside tag is 
neither easily visible nor access- 
ible. The tag is small, the informa- 
tion on it is handwritten and it is 
placed low on the foot of the bed. 
The following changes would make 
it easier to identify patients: 

(1) The appearance and lo- 
cation of the bedside tag should be 
modified so that it is more easily 
visible and more accessible. 

(2) Nurses should be re- 
quired to check the medicine ticket 
against the patient’s wristband (a 
recent innovation in the study 
hospital). 

b. Nurses’ errors in calculat- 
ing the amount of the drug to be 
poured for the ordered dose of 
medicine suggests that the doses 
or units in which medicines are 
ordered should be made consistent 
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with the doses in which they are 
packaged. Many drugs are pack- 
aged in one unit, that is, grams, 
but ordered in milligrams; or la- 
beled in milligrams, but ordered 
in micrograms. This may be con- 
fusing to the nurse, and involves 
extra calculations on her part. 
This suggests the following rec- 
ommendation: There should be 
closer correspondence between the 
units or doses in which drugs are 
ordered and those in which they 
are packaged. 

With regard to the point under 
(2) above, the following recom- 
mendations are offered: 

(a) Someone other than the 
nurse in charge should check the 
orders written in the physicians’ 
order book against the nursing 
care cards and medicine tickets to 
which they have been copied. 
Then, even if the nurse in charge 
did not pick up a transcription er- 
ror, the other person might. 

(b) The nurse assigned to 
give medicines should make some 
mark on the nursing care cards 
indicating the medicines she is go- 
ing to pour when she leaves to 
pour them. Then, if she should for- 
get to sign an order off, when she 
intended to give the medicines, she 
could check to find out if she had. 
This might avoid some of the er- 
rors in which a patient receives an 
extra, unordered dose of medicine. 

(c) More safety checks and re- 
dundancy should be built into med- 
ication procedures so that if a 
nurse should forget to follow one 
step or make an error it would 
be caught by some other step. One 
way of building such additional 
redundancy into medication pro- 
cedures is to provide the patient 
himself with a little more infor- 
mation about the medication he is 
scheduled to receive. Being vitally 
concerned with his own health and 
safety, he would thus become an 
active and interested partner in 
elminating certain kinds of com- 
mon errors. The patient who knows, 
for example, that he is supposed 
to receive two blue pills every four 
hours (even though he may not 
know what they are supposed to 
do) will almost certainly object if 
a nurse attempts to give him an 
intramuscular injection, if he is 
offered two yellow pills, or if he 
is given two blue pills only fifteen 


minutes after having already swal- 
lowed two. 


THE GENERAL WORKING ENVIRONMENT 


Many nurses indicated on the 
questionnaire that they were dis- 
tracted and interrupted in their 
work. This suggests that the en- 
vironment in which medication or- 
ders are processed and carried out 
be carefully studied and modified 
so that the nurse can work under 
more nearly optimal conditions. 
Some improvements might be to: 

1. Locate the nurses’ station and 
ward medication cabinet where 
there is a small flow of traffic. 

2. Schedule administration of 
medicines so that a heavy load of 
medication is not given when the 
ward is a hub of activity. 

3. Assign special nurses to carry 
out unscheduled medication or- 
ders. 

4. Alert the physicians and 
nurses to the need for not inter- 
rupting a nurse, unless absolutely 
necessary, when she is carrying 
out medication orders. 

5. Give the nurse more adequate 
work space, especially in the area 
where medicines are poured, so 
that one nurse is not constantly 
rubbing shoulders with another. 


TRAINING AND EDUCATION 


Suggestions have been offered as 
to ways of alleviating many of the 
problems of the medication system 
by modifying the written com- 
munication, the general working 
environment and some procedures. 
In addition, the improvement of 
the system requires that nursing 
personnel be well trained in medi- 
cation procedures, be alerted to the 
hazards of their work and be high- 
ly motivated to avoid error. This 
responsibility rests with the in- 
structional staff of the hospital, the 
instructors in the classroom and 
the head nurses on the wards. 

The data that have been pre- 
sented have pointed up the prob- 
lem areas of the system. It is 
known what kinds of errors nurses 
make and what some of the casual 
factors are. It is recommended, 
therefore, that this information be 
used by the instructional staff in 
training nursing personnel. 

Specifically, while instructing 
nurses in the medication proce- 
dures, the instructors should: 
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The traditionally sharper carbon steel B-P RIB- 
BACK Blades in the contemporary sterile 
packages, designed for time-saving convenience. 
Individual unopened packages are ready for auto- 
claving—if desired. 


The uniformity with which these individual, a tk tutta athe nie tke nee tahoe 


puncture-resistant, reinforced foil packages can available: RACK- PACK packages or 
6 Blades of a size in rust-resistant 


be opened is a further safeguard of blade sterility. wrappers. 


Ask your dealer ak 
45 arp 


BARD-PARKER COMPANY, INC. 
BP DANBURY. CONNECTICUT 
B-P + IT'S SHARP + RACK-PACK + RIB-BACK are traderharks 


A DIVISION OF BECTON, DICKINSON AND COMPANY 





MAY 16, 1960, VOL. 34 67 





1. Single out the casual factors 
associated with medication inci- 
dents; for example, failure to fol- 
low the checking procedures or 
misreading or misinterpreting 
written communication. 

2. Single out some examples of 
written communication that may 
result in perceptual error; for ex- 
ample, drugs with similar names, 
similar abbreviations, poorly la- 
beled drugs, and so forth. 

3. Emphasize the fact that be- 
cause written communication is 
poor, the environment is not opti- 
mal and the work load is heavy, 
it is only by checking constantly 
that the nurse can avoid error. 


FOLLOWUP 


Although the primary purpose of 
this study was to discover sources 
of error in medication procedures 
and to make recommendations for 
the improvement of the medication 
system, it may be of interest to 
note what followup has been made 
on these recommendations. Recom- 
mendations often die unless there 
is an individual or a group who has 
the initiative, authority and inter- 
est to carry them out. 

In the case of the hospital stud- 
ied here, there were, fortunately, 
two such groups, One of these was 
the operations research division 
which is responsible for studying 
administration procedures and for 
bringing the resultant recommen- 
dations to the attention of the ap- 
propriate authorities. The other 
group was the safety committee 
composed of a team of specialists 
selected from hospital administra- 
tion and charged with the respon- 
sibility of carrying out changes 
which will improve hospital oper- 
ation and practice. 

This program follows the general 
precedent set by operations re- 
search groups in industry. The OR 
group normally occupies a staff 
position and in this position it is 
able not only to conduct studies but 
also to provide a facility through 
which recommendations can be 
pursued. This in itself constitutes 
an interesting experiment in hos- 
pital administration, the ultimate 
success of which is yet to be de- 
termined. 

A special questionnaire was pre- 
pared to collect medication error 
and near error incidents from the 
nursing personnel of the Johns 
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Hopkins Hospital. Over a period of 
seven months, 178 incidents were 
obtained. 

1. The 178 incidents could be 
classified into the following seven 
types with the frequencies shown: 

a. The wrong patient re- 
ceived or almost re- 
ceived a medicine. 36 

. A patient received or al- 
most received the wrong 
dose. 36 

. A patient received or al- 
most received an extra 
(unordered) dose of 
medicine. 36 

. A patient’s medicine 
was omitted or almost 
omitted. 31 

. A patient received or al- 
most received the wrong 
drug. 

. A patient received or al- 
most received a medi- 
cine at the wrong time. 

. A patient received or al- 
most received a medi- 
cine through an improp- 
er route. 2 

2. An analysis of the immediate 
causes for the incidents of each 
type shows that: (a) only a few 





The Mentally Ill 


In the past 25 years, science 
has wiped out one dread dis- 
ease after another. With polio 
just about conquered, science 
can now turn its attention to 
our #1 health problem—men- 
tal illness. 

Already medical science has 
begun to find the way to treat 
mentally sick people and to 
get them well again. 

But it takes the unbeatable 
team of more research, treat- 
ment, prevention, and YOU 
to keep them well and to help 
ALL the mentally ill recover. 

You can do your part. Sup- 
port your mental health as- 
sociation. 


psSOCy, » 


SUPPORT 
™ YOUR 
S MENTAL 
ss HEALTH 
a. we ASSOCIATION 


causes will account for the major- 
ity of the incidents of each type; 
(b) certain causes are specific to a 
given class of incidents, and (c) 
other causes will precipitate sev- 
eral different types of incidents. 

3. An analysis by underlying 
cause without regard to type of 
incident shows that five categories 
account for 90 per cent of the in- 
cidents. The most important of 
these are: (a) failure to follow re- 
quired checking procedures; (b) 
misreading or misunderstanding 
written communication, and (c) 
calculational errors. 

4. An analysis of incidents by 
the job classification of the re- 
spondent and service where the 
incident occurred shows that: (a) 
most of the incidents were reported 
by student nurses and (b) most 
incidents occurred in four of the 
eight services of the hospital where 
the medication load is very heavy 
or the patients are difficult to 
handle. The data suggests that the 
medication load and the stresses 
of a particular service are more 
important factors than job clas- 
sification in precipitating medica- 
tion errors. 

5. The frequency of incidents 
reported varies markedly with the 
time of day. These variations in 
frequency may be explained by one 
or more of the following: (a) pre- 
ferred times for scheduling medi- 
cines, (b) stress periods correlated 
with certain times of day, (c) meal 
hours, and (d) change of shift. 

6. Many incidents occurred when 
a nurse had to administer medica- 
tion to a single patient only. These 
incidents appear to stem from the 
fact that such assignments are al- 
most always unscheduled and so 
interrupt the nurse in her routine. 

7. Recommendations have been 
made with respect to four areas: 
(a) written communication, (b) 
medication procedures, (c) the 
general working environment, and 
(d) training and education. . 
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“Some time ago we were asked to make tests of surgical dress- 
ings. Frankly I was doubtful that there could be much differ- 
ence, especially in the standard dressings we use in tremendous . 
volume, such as, sponges, pads, cotton balls, and so on. 

My choice after the tests was MARCO — they were better 
than any used previously. This was borne out by the staff’s 
remarks about higher absorbency and softness, and uniformity 


of sizes and folds. 


Besides, we also found the Marco people to be very resource- 
ful in developing new dressings and in improving the quality 


and usefulness of old ones.” 











OPAKE SPONGES highly X-ray detectable 
element is spread throughout sponge. Non- 
traumatic to tissue. Bulk or pre-counted in 
10’s, 3” x 3” to 8” x 4” 














LAPAROTOMY TAPE PADS X-ray detectable, per- 
manently bonded tape to attach to ring or 
hemostat. Quilted to hold shape, withstand 
repeated laundering. 12” x 12” or 18” x 18” 
square—18”" x 4” or 36” x 8” oblong. 


READY-CUT BANDAGE ROLLS sealed edges pre- 
vent thread ravelling. Flip-up flap on wrap- 
per permits one-hand removal, controls un- 
rolling—selfsealing to keep bandage clean. 10 
yards long—all widths. 
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ADHESIVE provides minimum skin irritation, 
minimum creep, no impurities. Firm fabric 
for wrinkle-free application, effective support. 
Adheres with normal hand pressure. 10 yards 
—Y," to 4". 





CATALOG AND PRICE LIST 


_ marsales co... 


DIVISION OF HERMITAGE COTTON MILLS 


COTTON BALLS soft and firm, made of long- 
staple white absorbent cotton. Useful for 
perineal care, for prepping, as wipes and 
swabs (not sterilized). Five sizes—54" to 2". 





TWINPAKT DRESSINGS for post-operative work, 
saves valuable time, minimizes waste and are 
guaranteed sterile. 


ON REQUEST TO DEPT. H-5 






“serving hospitals exclusively” 


62 WORTH STREET + NEW YORK 13, N. Y. 


Tacd service and dictetios 


FOOD PREFERENCE 
SURVEY 





guide 


to better menus 


by ELIZABETH McCUNE 


N MOST aspects of medical care, 
the patient readily accepts the 
judgment of experts. The surgeon’s 
advice for treatment is usually fol- 
lowed without question. Medica- 
tion by mouth or injection may be 
considered an unpleasant routine 
but is accepted by the patient with 
little or no protest. 

The acceptance of food on the 
hospital tray, however, is quite 
another matter. On this subject, 
the patient considers himself the 
expert. 

Most often the patient’s evalua- 
tion of hospital food is made con- 
fidently on the basis of “I know 
what I like’. His reasons for ac- 
ceptance or rejection may or not 
be logical. Whatever the reason 
given for certain food preferences, 
it must be noted that food accept- 
-ance is important to the patient’s 
feeling of security as well as to 
the treatment of his illness. 

Hospital administrators expect 
members of the medical team to 
accept the patient in relation to his 
family setting. At the University 
of Kansas Medical Center, Kansas 
City, this fact challenged the dieti- 
tian to devise a feasible method 


Elizabeth McCune is assistant director, 
department of dietetics and nutrition, Uni- 
versitv of Kansas Medical Center, Kansas 
City, Kans. 
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BEFORE new menu items are added to patient and personnel menus at the Univer- 
sity of Kansas Medical Center, Kansas City, Kans., a tasting table is set up in the 


personnel cafeteria. Staff and personnel are invited to sample the proposed menu 





The author reports that after ques- 
tionnaires were sent to patients and 
personnel at the University of Kansas 
Medical Center, Kansas City, Kans., 
to determine their food preferences, 
the hospital’s selective cycle menus 
were rewritten in accordance with sur- 
vey findings. The end results were 
better menus, lower food costs through 
reduced plate waste and _ increased 
satisfaction with patient and _ person- 
nel food service. 





of determining patient food accept- 
ance and, in light of the results, 
to reevaluate the foods served. To 
achieve these goals, a food prefer- 
ence survey was conducted at the 
center in 1959. 


OBJECTIVES OF SURVEY 


The following objectives were 
established for the project: 

1. To increase patient satisfac- 
ton. It was thought that use of 
menu items acceptable to the 
greatest number of patients and 
elimination of disliked foods would 
increase patient satisfaction. 

2. To decrease the number of 
items prepared. Offering fewer 
food items should allow for better 
standardization of recipes, ordering 
procedures, transportation meth- 
ods and employee training. There 
should also be a reduction in the 


item and to record their comments. Here tuna pizza is being sampled. 


number of orders for special foods 
which had always occurred when 
unpopular items appeared on the 
menu. By preparing a smaller num- 
ber of items, it was also felt that 
they would meet higher standards. 

3. To reduce waste. 

To attain these objectives, it was 
necessary to find out what people 
wanted to eat. This was accom- 
plished by sending a questionnaire 
to patients. Approximately 200 
items, including all types of food 
generally served at the hospital, 
were listed on the questionnaire. 
The survey also indicated whether 
the patient liked to eat a particular 
food often, occasionally or never. 
(See Fig. 1, p. 72). 

On a given day, a dietitian dis- 
tributed questionnaires to each 
patient, explained to him how and 
when it was to be filled out and 
when it would be picked up. 


RESULTS OF SURVEY 


Approximately 350 question- 
naires were completed. The results 
were then tallied by clerical em- 
ployees and analyzed by a statis- 
tician. The results indicated four 
categories of foods—those to be 
used daily, those to be used twice 
weekly, those to be used once 
weekly, and those that were to 


HOSPITALS, J.A.H.A. 








Model 1612 


NEW angle-feed slicer (manual) 


All-new. Largest carriage ever—handles largest cuts of meat. Posi- 
tive angle-feed trough. Exclusive solid-cast Stay-Sharp stainless steel 
knife. New knife sharpener. Everything designed for fastest, most 
efficient operation. Two new accessories for bulk and production 
slicing. One-piece cast, crevice-free basic unit...only three easily 
removable parts for easiest cleaning. 





PRODUCT DEVELOPMENTS 
by Hobart 


(ALL AVAILABLE IN STAIN-LESS METAL FINISH) 


These latest results of Hobart research and product development 
will bring even higher efficiency standards and lower costs to your 
kitchen operation. Each new product is made to the same exacting 
Hobart standards that form the cornerstone of Hobart’s leadership 


in serving its users. 


NEW compact, clean- 
lined 30-quart mixer 


From Hobart motor to bowl, this compact, 
convenient-height mixer gives you more 
efficient, easier operation at a new low 
price. Exclusive totally enclosed design, 
with sealed motor ventilation—locks out 
dirt and dust. And no hard-to-clean projec- 


tions or crevices. Feather-touch, spring- 
counterbalanced bowl lift. Exclusive posi- 
tive drive, positive speeds, positive Hobart 
planetary action. 

Also available: full line of attachments, 
optional equipment, timed operation, all 
stain-less metal finish. 


with bowl truck 


NEW tray support 


Ideal for use on Hobart mixers and 
food cutters with vegetable slicer, 
shredder-grater, food chopper, or 
juicer attachments. 


Rca 


Model SQ-20 


Model 1712 


NEW combination slicer, 
automatic-and-manual 


Exclusive 2-speed carriage and exclusive finger-tip controls to change 
to manual or automatic while slicer is in operation and to change 
speeds—low speed where desired, and high speed for volume slicing 
—plus all the performance features of the new manual slicer. 


NEW 4-second-cycle 
cold water glass washer 


Delivers clean, completely sanitized glasses, 
using cold tap water and a detergent sanitizer. 
Exclusive, built-in standard features that pro- 
vide operational safeguards include 4-second 
time cycle (operator just depresses the glass— 
actions timed automatically, including shut- 
off), float switch, pressure switch, positive- 
displacement detergent pump. 


‘ Glass Washer 
i. 


These are just a few of Hobart’s complete line 
of kitchen machines and dishwashers—see your 
Hobart Representative for details. 


The Hobart Manufacturing Co. 

Dept. 303, Troy, Ohio 

Please send information on: 

(} New manual slicer 

C] New combination automatic-and-manual 
{] New 30-quart mixer 

{"] New tray support 

C] New SaniQuik glass washer 


The Most Complete Line with Nationwide Factory-Trained 
Sales and Service. . . over 200 Offices 


Hobart machines 


A Complete Line by The World’s Oldest and Largest Manufacturer of 
Food Store, Bakery, Kitchen and Dishwashing Machines 





ARNOLD S. LANE, Director, 
Point Pleasant Hospital 
Point Pleasant, New Jersey 


“We Firid Paper Food 
Service the Most 
‘Sanitary-Safe’ Method” 


Beautifully-equipped Point Pleasant 
Hospital has used paper service for 
all meals, nourishments, and 
medications since 1953. 


Mr. Lane emphasizes that paper 

is the only sanitary and safe food 
service. (In the past 6 years, there 
has not been a single case of cross 
infection in this 150-bed hospital.) 


Savings average about $7,000 a 
year in serving food, according to 
Mr. Lane. He estimates that costs 
would have been $17,000 under 
his old system with conventional 
equipment. With paper, only 
$9,940.70 was spent in 1958. The 
biggest savings are in dishroom 
salaries and clean-up. Also, the 
patients and staff appreciate the 
lightweight and noiseless 
qualities of all-paper service. 


SEND 25¢ FOR FACTFUL BOOK 


Sixty pages of helpful information on 
all phases of food 
service. Complete 
with cost studies 
and case histories 
of money-saving 
ideas from hun- 
dreds of restau- 
rants and institu- 
tions. Send 25€ in 


© paver 
FOOD SERVICE 


The Paper Cup and Container Institute, Inc, 
250 Park Avenue, New York 17, N. Y. 








UNIVERSITY OF KANSAS MEDICAL CENTER 
DIETETICS AND NUTRITION DEPARTMENT 


FOOD PREFERENCE SURVEY 


Please check (/) in space thet describes your toste. 


| like the following - 


Occas- 
ionally Never 


Soup 
Vegetoble Soup 
Chicken Soup 
Novy Bean Soup 
Cream Soups 
Split Peo Soup 
P ctato Soup 
Tomato Soup 


Onion Soup 


Juices 
Orange Juice 
Tomoto Juice 
Gropefruit 


Pineopple Juice 


Sandwiches 

Roost Beef Sondwich 
Roast Pork Sondwich 
Baked Ham Sondw ich 
Cheese Sondwich 
Luncheon Meot Sondwich 
Peanut Butter Sandwich 
Egg Solod Sandwich 
Tunefish Salod Sandwich 
Salmon Sealed Sandwich 


Meat and Meat Dishes 
Ground Beef Dishes 
Barbecued Sporeribs 
Beef Stew Dishes 


Roost Beef 


Occas- 

ionally Never 
Meot ond Meot Dishes 
(Cont) 


Fronkfurters 

Chili 

Chipped Beef Dishes 
Chop Suey 

Corned Beef 

Ham Loof 

Hom Bolls 

Hom Dishes 

Boked Ham 

Ground Lomb Dishes 
Lomb Stew Meot Dishes 
Roost Lamb 

Liver 

Beef Shortribs 

Pork Chop 

Pork Stew Dishes 
Roast Pork 
Smothered Steak 
Meot and Spaghetti 
Stuffed Pepper 
Sweetbreads 

Veal Roost 

Veo! Stew Meot Dishes 
Veo! Birds 


Veo! Cutlet 


Poultry Dishes 
Creamed Chicken 
Chicken Croquette 


Chicken & Dumplings 





Fig. 1—Page One of Four-Page Questionnaire Sent to Patients and Per- 
sonnel at University of Kansas Medical Center, Kansas City, 
Kans., To Determine Food Preferences. 


be omitted from selective menus. 

Foods to be served daily. The only 
food items popular enough to be 
used daily were orange juice, 
peaches and potatoes (potatoes 
were desired twice a day). 

Foods to be served semi-weekly. The 
items to be used twice each week 
included tomato juice, pineapple 
juice, roast beef, baked ham, pork 
chops, spaghetti and meat balls, 
fried fish, beets, green beans, toma- 
toes, cottage cheese, jellied fruit 
salad, apples, pears, grapes, canta- 
loupe, baked custard, gelatin and 
ice cream. A few of these items, 
such as roast beef and fried chick- 
en, could be served as often as 
three times each week. 

Foods desired once a week. Foods 


that were popular enough to be 
used on the menu once a week in- 
cluded vegetable soup, grapefruit 
juice, beef stew, chili, liver, roast 
pork, macaroni and cheese, cab- 
bage, carrots, spinach, broccoli, 
greens, tomato salad, red cherries, 
watermelon, berry pie, pecan pie, 
butterscotch pie, and custard pud- 
ding. 

Foods to be avoided. The foods 
to be completely omitted from pa- 
tients’ menus included cream soups 
(excluding tomato and potato), 
ground lamb, pork stew; sweet- 
breads, codfish, crab meat, lobster, 
cheese fondue, creamed fish and 
eggs, rarebit, summer squash, acorn 
squash, parsnips, rutabagas, okra, 
and tomato aspic salad. 
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The results of the survey were 
then used to rewrite the menus for 
all patient food services. A com- 
mittee, including the director of 
the department, her assistant, two 
food production dietitians and one 
floor service dietitian, was re- 
sponsible for the menu writing. 
The assistance of the dietitians in 
therapeutics, pediatrics and modi- 
fied diets was sought when their 
areas were being considered. 

A five-week selective cycle menu 
was written. The committee agreed 
to use the survey results in seleci- 
ing all menu items to be included. 
The selective menu for the normal 
diet was the first one written and 
all other menus were written as 
modifications of the normal diet. 

After the normal, soft, bland, 
full liquid and other modified diets 
had been completed, the menus 
were reviewed to give each item 
an interesting name, For example, 
roast beef became Yankee Pot 
Roast or Roast Loin Points of Beef 
Au Jus; baked hash became Amer- 
ican Baked Hash; bread pudding 
became Country Kitchen Bread 
Pudding with Lemon Sauce. This 


action brought about the need for 
a glossary which could be used as 
a guide in interpreting the menu 
items. A glossary of the menu 
items and the ingredients of each 
was then developed (Fig. 2, p. 74). 
This glossary is an invaluable tool 
to the therapeutic dietitian in 
planning modified diets. 


DETERMINING ACCEPTANCE 


The final step in the original 
project was the serving of a new 
set of menu items and an evalua- 
tion of the attainment of the 
study’s objectives. Evaluation of 
patient satisfaction was made by 
a personal visit to each patient by 
the therapeutic dietitian. Patients 
(excluding pediatric patients) 
whose average length of stay was 
eight days said that the menus 
were very good. However, the 
long-term patient in the tubercu- 
losis and psychiatric units pre- 
ferred more variety in the menu 
items served. They grew tired of 
roast beef, ham, and spaghetti and 
meat balls twice each week. 

The survey and revision of 
menus resulted in fewer items to 


prepare and fewer special orders. 
Plate waste was decreased. 

Dietitians found it difficult to 
accept the patient’s selection. For 
example, when chicken and noo- 
dles appeared as an entree, they 
were distressed to see the patient 
select potato as the vegetable ac- 
companiment, or cauliflower with 
spaghetti. The appearance of food 
combinations on the plate rather 
than lack of nutrients, however, 
were usually the cause of the dieti- 
tian’s distress. 

Since the first five-week cycle 
menu for summer was completed, 
a second five-week cycle for win- 
ter has been written. These sets of 
menus have been used approxi- 
mately 18 months without change. 
Recently, a daily review was being 
made of each menu item served. 
As a result only very minor ad- 
justments were made, and these 
were primarily concerned with 
meat selection on the bland diet. 

A study of acceptance of break- 
fast foods by the pediatric patients 
was conducted by a dietetic intern. 
This study served as a basis for 
rewriting menus for that unit. A 
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When too many tasks 
seem to crowd 

the unyielding hours, 
a welcome 


“pause that refreshes” 
with ice-cold Coca-Cola 
often puts things 

into manageable order. 





questionnaire and a study of food 
intake was used to obtain the nec- 
éssary data. Fruits to be included 
were orange juice, orange sections, 
grapefruit half, banana half sliced 
on cereal, pineapple juice, grape- 
fruit juice, grape juice and apple 
juice. 

‘Fruits to be used not more than 
every 10 days were tomato juice, 
apricot nectar and grapefruit sec- 
tions. Stewed prunes were to be 
omitted. 

The most accepted form for 
service of eggs was hard-cooked. 
Soft-cooked and scrambled eggs 
were not to be used more than 
once a week. Poached eggs would 
be omitted. Sausage patties and 
Canadian bacon strips should not 
be used more than once a week. 

Jdlly was to be offered with all 
bread items, including buttered 
white toast, white bread and 
whole-wheat bread. Buttered 
whole-wheat toast was not to be 
used! more than once a_ week. 
French toast was more popular 
when served in one-half slice por- 
tions. ‘Sweet rolls were not popu- 
lar enough to be used more than 
once a week. 

Cooked cereal was unpopular 
and, therefore, was to be used only 
occasionally. Dry cereals to be 
used included rice krispies, kix, 
sugar crisps, grapenut flakes, corn- 
flakes, grapenuts, pep and whea- 
ties. Puffed wheat, puffed rice and 
shredded wheat cereals would not 
be used more than once every 
10 days. | 


SURVEY OF PERSONNEL 


A food preference survey similar 
to the one conducted for patients 
was done in the cafeteria. All staff, 
employees and students, both pro- 
fessional and nonprofessional, eat 
in the pay cafeteria. In general, the 
same pattern of acceptance was 
found there as in the patient areas. 
Many additional comments, how- 
ever, were received, such as under- 
cooking of vegetables, preference 
for canned rather than frozen peas, 
potatoes every meal, etc. 

The cafeteria menu is also writ- 
ten as a modification of the selec- 
tive menu for the normal diet. 
Since a greater selection is offered, 
some items are used in the cafe- 
teria that never appear on the 
patients’ menu. After the new 
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menus were offered in the cafe- 
teria, more compliments were re- 
ceived on the cafeteria food serv- 
ice. However, there was a change 
in the number of items sold. For 
example, when chili appeared more 
frequently on the menu, a fewer 
number of orders were served. 

While the emphasis of this proj- 
ect was to determine food accept- 
ance and to write menus that 
would include acceptable items, 
attention was also focused on the 
dietitian’s responsibility for re- 
education. It is not enough to try 
to please everyone by offering 
foods that they already know. 
While the patient is more com- 
fortable with familiar foods, the 
staff and employees who eat in the 
cafeteria year after year offer the 
dietitian an opportunity to teach 
them to try and like things that 
they have never tried before. Since 
staff and employees probably feel 
that they are experts on foods that 
they like, it may take some in- 
genuity on the part of the dietitian 
to get them to try what she be- 
lieves would be a popular addition 
to the menu. 

The biggest help in getting cus- 
tomers to try “a new dish” at the 
University of Kansas Medical Cen- 
ter has been the “tasting table” 
(See photograph on p. 70). When 
a new food is offered for the first 
time, a linen-covered table is set 
up in the dining room near the 


traffic aisle and each customer is 
invited to “taste” the food and 
record their reaction to it on a 
card. They are asked: Does it taste 
good? Does it look good? What 
would you like to have it served 
with? 

When the “tasting table” first 
appeared, the attendant had to 
work hard to get nurses, physicians 
and other staff and personnel to 
taste a sample, but now they stop 
to ask “What’s new today?” On 
the basis of acceptance at this 
tasting table, the new food item 
is added or deleted from the 
permanent file and the regularly 
scheduled menu. 

The decoration of the table is 
simple but attractive, and general- 
ly is in keeping with the food item. 
When the food to be tasted was 
tuna souffle and sardinia eggs, dec- 
orations included goldfish bowls, 
shells and rocks. 


EVALUATION OF STUDIES 


The dietitians at the University 
of Kansas Medical Center believe 
that these studies have been a val- 
uable experiment. The customers 
are learning to know new foods, yet 
the menu offers only those items 
that they have accepted. It is in 
the cafeteria particularly that it 
has been possible to attain the 
original objective of increased sat- 
isfaction and to educate staff and 
employees to eat new foods. . 





Butterscotch Brownies 


nuts 


Chocolate Cream Drop 


Chocolate Nut Cookie 


Chocolate Pixies 


Coconut Macaroons 


Coconut Square 


Cornflake Kisses 
Fudge Bar 








COOKIES 


Formerly called Blonde Brownies, butter, brown 
sugar, eggs, flour, baking powder, salt, vanilla, 


Formerly Chocolate Drop Cookie, butter, brown 
sugar, eggs, milk, flour, soda, salt, chocolate, 
nuts, vanilla 

Same as Chocolate Creum Drop 

Flour, baking powder, salt, shortening, chocolate, 
sugar, eggs 

Egg white, sugar, powdered sugar, vanilla, salt, 
shredded coconut 


Flour, baking powder, salt, shortening, brown 
sugar, coconut, nuts, vanilla, eggs 


Egg white, sugar, cornflakes, nuts, coconut, vanilla 


Same as Brownies, shortening, sugar, eggs, choc- 
olate, flour, milk, pecans, salt, vanilla 








Fig. 2—Excerpts from the “Cookies” Section of the Glossary of Menu 
Items Prepared at University of Kansas Medical Center, Kansas 
City, Kans. 
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Summer Cycle Menu 
for the South-Southwest 





HE 21-pDay selective summer cycle menu and mar- 

ket orders for perishables are designed for hos- 
pitals in the North-Northwest. These menus, which 
are to be used during June, July and August, feature 
foods popular in the northern and northwestern parts 
of the country. 

The menus in this issue are the final set in a four- 
part series of summer cycle menus published in this 
Journal. Summer cycle menus for the Midwest were 
included in the April 1 issue of HOSPITALS, J.A.H.A. 
The South-Southwest summer cycle menus were pub- 
lished in the April 16 issue of the Journal. The East 
menus were included in the May 1 issue. 

In planning the menus, careful consideration has 
been given to keeping the menu and food production 
operation simple for the smaller hospital. Moreover, 
a moderate to low cost food budget was used. 

This cycle menu features a choice of entree, vege- 
table, salad and dessert on the noon and night menus. 
Two cereals and two fruits are offered on the break- 
fast menu. 

Since one of the choices offered is designed for 
use on modified diets, these menus can be used for 
both normal and modified diets. The letter (F) fol- 





The spring cycle menus, published in the January and 
February issues of this Journal, may be used during May. 
The Midwest and South-Southwest cycle menus were in- 
cluded in the January 1 and 16 issues, respectively. The 
February 1 and 16 issues featured cycle menus for the 
East and North-Northwest, respectively. 





lowing certain items on the menu indicates that this 
item is to be served on the full or normal diets, 
while those labeled (S) are for the soft and other 
modified diets. Where the letters (FS) appear, the 
menu item can be served on both the full and soft 
diets. 

The market order for perishables, which accom- 
panies each week’s menu, lists the meats, seafood, 
poultry, and fresh and frozen fruits and vegetables 
that a 50-bed hospital will need to produce the menu. 
The amounts are computed on the basis of serving 
100 patient and personnel meals at breakfast, 125 
at noon and 100 at night. By using a multiple of 50, 
larger hospitals can easily arrive at their market 
orders. 

The market order includes all portion-ready meats, 
oven-ready roasts, portion-ready seafood, eviscerated 
poultry and other pre-prepared items. 

An added feature of this menu service is the stand- 
ard storeroom inventory, a list of supplies that a 
50-bed hospital should have in the storeroom at the 
beginning of each 21-day cycle. The items included 
are cereals and farinaceous products, canned fish, 
canned fruits and fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding mixes, pickles, 
canned soups and canned vegetables. 

The standard is available upon request from the 
Association, 840 N. Lake Shore Dr., Chicago 11, III. 
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“We must bring about as many 
economies in operation as possible” 
“That is why we have chosen 


Libbey Safedge Glassware’ 
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hosemary Chaix, Chief Dietitian at the 360-bed Fair- 
view Hospital in Minneapolis, Minnesota, overlooking 
the bluffs of the Mississippi River, has found that 
Libbey Glassware provides the ec nomy of operation 
so important in hospitals today. 

The durability of this glassware, combined with 
the famous Libbey guarantee: “A new glass if the rim 
of a Libbey Safedge® Glass ever chips” is a valuable 
asset in keeping costs down, for these attractive glasses 
stand up amazingly under the most rugged service 
conditions. 

Durability is one of the reasons why Libbey is the 
choice of leading hospitals. Wide selection of patterns 
and sizes, decorated with your crest... immediate 
availability from one source... add up to Libbey as 
your best buy. 

For information on this glassware, see your Libbey 
Supply Dealer, or write to Libbey Glass, Division of 
Owens-Illinois, Toledo 1, Ohio. 


~~, 





LIBBEY SAFEDGE GLASSWARE 
AN @ PRODUCT 
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Owens-ILuNoIs 


CENERAL OFFICES - TOLEDO 1, OHIO 
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Ist WEEK NORTH-NORTHWEST SUMMER SELECTIVE CYCLE MENU 


(MENUS TO BE USED DIfRING JUNE, JULY AND AUGUST) 


—prepared by Virginia Reid, administrative dietitian, 


St. John’s Hospital, St. Paul, Minn. 





monday | 


| 


breakfast 


night 





Sliced Fresh Peaches (F) 
or Orange Juice:(S) 
Whole-wheat Cereai 
or Sugar-coated 
Flake Cereal 
Soft-cooked Egg 
Cinnamon Toast 


Chilled Tomato Juice 
Pot Roast of Beef—Vegetable Gravy (FS) or Liver with Bacon Strips 
Buttered Mashed Potatoes (FS) 
Buttered Mixed Vegetables (F) or —_—" Tomatoes (S) 
Fresh Fruit Salad with Sweet Dressing (F) 
or Head Lettuce Wedge with Mayonnaise 
Poppyseed Cake with Boiled Icing (F) 
or Blue Plum Sauce with Sugar Cookie (S) 


Cream of Celery Soup 

Italian Spaghetti with Meat Sauce and Parmesan Cheese (F) 
or Broiled Beef Patty with Catsup (S) 

Buttered Baked Potato (S) 

Buttered Peas (FS) or Cream Style Corn 

Orange and Grapefruit Salad with ae Dressing 
or Sliced Tomato Salad with French Dressin 

Tapioca Pudding (FS) or Mixed Canned Fruit Compote 





tuesday 


Honeydew Melon (F) 
or Blended Fruit 
Juice (S) 
Ready-to-Eat Malt 
Flake Cereal 
or Chocolate- flavored | 
Wheat Cereal 
Poached Eggs— 
Bacon Strips 


Chilled Pineapple Juice 
Roast Leg of Veal—Apple Jelly (FS) or Frankfurters—Mustard 
Escalloped Potatoes (FS) 
Buttered Green Beans (FS) or Buttered Cauliflower 
Cole Slaw or Jellied Cherry-Nut Salad with Mayonnaise (F) 
Strawberry Shortcake with Whipped Cream (F) 

or Bread Pudding with Lemon Sauce (S) 


Consomme 
Beef Stew with Peas and Carrots (F) or Omelet with Mushroom Sauce (S)) 
Parsleyed Boiled Potato (FS) 
Buttered Summer Squash (FS) or Buttered Wax Beans 
Prune Salad Stuffed with Cream Cheese and Nuts (F) 
or Tossed Salad with French —_ 
Vanilla Bavarian Cream (FS) or Fudge Square with Chocolate Frosting 





| thursday | wednesday 





Ist week market order for perishables (per 50 shown 





Tomato Juice (S) 
or Half Grapefruit (F) 
Oatmeal 
or Puffed Wheat 
Cereal 
Scrambled Egg 
Sweet Roll 


Chicken-Rice Soup 
Stuffed Baked Pork Chop—Applesauce (F) 
or Broiled Lamb Patties—Mint Sauce (S) 
Buttered Mashed Potatoes (S) 
Buttered Spinach with Lemon Wedge (FS) 
or Buttered Cabbage with Chopped Olives 
Shredded Carrot and Green Pepper Salad with Mayonnaise 
or Fresh Melon Ball Salad with Honey Dressing 
Butterscotch Marble Ice Cream (F) or Royal Anne Cherries in Syrup (S) 


Cranberry Juice 
Turkey Pot Pie with Biscuit Topping (FS) 
roiled Ham y- with Raisin Sauce 

Baked Sweet Potato (FS 
Buttered Aspara — Spears (FS) or Buttered Peas in Cream Sauce 
Relish Plate (Radishes, Pickle Slices and Celery Sticks) 

or Frozen Fruit Salad 
Fresh Peach Cobbler with Nutmeg Sauce (F) 

or Custard with Caramel Sauce (S) 





Fresh Strawberries (F) 
or Apricot Nectar (S) 

Ready-to-Eat Rice Cereal 
or Farina 

Soft-cooked Eggs— 
Link Sausages 





Apple Juice 
Roast Sirloin of Beef (FS)—Gravy—Dill Pickle Slices 
or Spanish Rice with Bacon 
Creamed Potatoes (FS) 
Stewed Tomatoes (F) or Buttered Squash pn with a (S) 
Fresh Fruit Salad with Honey Dressing (F) or Pickled Beet Salad 
Date Torte (F) or Sliced Banana with Cream (S) 


Barley Soup 

Broiled Renbureer on Bun (FS)—French Fried Onions—Catsup 
or Ham Loaf with Creamy Horseradish Sauce 

Hash Brown Potatoes (F) 

Buttered Wax Beans (FS) or Creamed Celery with Pimento 

Cabbage and Banana Salad or Pear Half with Cottage Cheese 

Butterscotch Squares (F) or Fresh Cinnamon Applesauce (S) 





Pineapple-Grapefruit va 
Juice } 
or Stewed Prunes 

Malt Meal Cereal } 
or Puffed Rice Cerwal | 

Poached Egg 

Raisin Toast 


Chilled Tomato Juice 
Baked Pike with Tartare Sauce (FS) or Baked Swiss Steak 
Baked Potato with Butter and Paprika (FS) 
Buttered Carrot Strips (FS) or Buttered Brussels Sprouts 
Apple-Date-Nut Salad with Mayonnaise (F) 

or Cucumbers and Onions in Vineger 
Lemon Chiffon Pie (FS) or Chilled Cantaloupe 


Cream of Potato and Onion Soup 
Tuna-Noodle Casserole with Cheese Sauce (FS) 
or Fresh Fruit Plate with Cottage Cheese, American Cheese, Pickles, 
Relishes, 
Hot Rolls 
Buttered New Beets or Buttered Peas (FS) 
Tomato Slices with Hard-Cooked Egg Slice and Green Pepper— 
French Dressing or Orange Slices with Coconut 
Fresh Bing Cherries with Sugar Cookie 
or Blueberry Cottage Pudding with Vanilla Sauce (FS) 





Chilled Orange Juice 

or Half Grapefruit (F) 
Cornflakes 

or Farina 
Soft-cooked Egg 
Sweet Roll 





Beef-Noodle Soup 
Baked Ham with Sweet Sauce (F) or Baked Chicken—Spiced Apple (S) 
Candied Sweet Potato (FS) 
Buttered Whole Kernel Corn (F) or Buttered Asparagus Tips (S) 
Minted Pear Salad with Honey Dressing 

or Celery Stuffed with Peanut Butter 
Chocolate Chip Cake with Chocolate Frosting (F) 

or Apricot Halves in Syrup (S) 


Chilled Apricot Juice 
Baked Veal Cutlet with Mushrooms (FS) 
or Pork Patty with Applesauce 
French Fried Potato 
Buttered Green Beans (FS) or Cauliflower Au Gratin 
Chef Salad with French Dressing 
or Banana-Nut Salad with Mayonnaise (F) 
Fresh Strawberries (F) or Lemon Sherbet (S) 





Stewed Apricots 
or Grapefruit Juice 
Rolled Wheat Cereal 
or Ready-to-Eat 
Malt Flake Cereal 
Poached Egg— 
Grilled Ham 


(F)—Full Diet 


Item, Specificatiens, Amounts & No. of nitions Item, Specifications, Amounts & No. of Servings 


atin Diet 


Beef Bouillon 
Roast Turkey—Dressing—Cranberries (FS) 
or Breaded Pork Chop—Spiced Peach 
Mashed Potatoes and Gravy (FS) 
Buttered Green Beans (FS) or Creamed Onions 
Apple and Orange Slice Salad with ae as 
or Jellied Mexican Salad with Mayonn 
Vanilla ice Cream with Chocolate Sauce “Se or Chilled Watermelon (F) 








Cream of Chicken Soup 
Meat Loaf with Tomato Sauce (FS) or Hot Potato Salad with Wieners 
French Fried Potatoes (F) 
Buttered Spinach with Chopped Eggs (FS) or Buttered Broccoli 
a Fresh Fruit Salad with Mayonnaise (F) 

uartered Tomatoes with Cottage Cheese—French Dressing 
White ayer Cake with Lemon Filling (FS) or Fresh Sliced Peaches 





(FS)—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 





Item, Specifications, Amounts & No. of Servings 





c 
| 
| 


| 


| 


| Ground, Shoulder 


| Cutlets 
| Leg (B.R.T.) 


Pike 


Frankfurters All 
Ground Beef 


Liver 


Round (Bottom) 
Steak, Swiss 
Stew 


PORK 
24-26-1 Ib. 
i Grade A, 4 02. each 


Bacon (Sliced) 
Chops, Loin 
Ham (Pullman) 
Sausage Links 
Tenderloin 


| Rea 


VEAL 
U. S. Good, 4 oz. each 
U. S. Good 


; POULTRY 
| Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 105 Ibs. 
| Fryers (Eviscerated) Grade A, 2% Ib. av. 


U. S. Good, 5 Ib. pkg. 
i Steer, sliced 
Roast, Sirloin (B.R.T.) U. S. Choice 

: U. S. Standard 

U. S. Good, 4 02. each 
, U. S. Good 


LAMB 
U. S. Good 


12-1 Ib. 
Patty, 4 oz. each 


FISH 
4 oz. each 


| 

FRESH FRUITS 
Jonathan, 113s 
Ripe 


BEEF 
beef, 8-1 Ib. 15 lbs. 60 
45 Ibs. 
10 Ibs. 40 
27 Ibs. 80 | Cherries, Bing 
20 Ibs. 80 | Grapefruit 
10 Ibs. 40 | Grapes 
15 Ibs. 60 | Lemons 

| Melon, Honeydew 


| Oranges 


Apples 
Bananas 
Cantaloupe 


Seediess, 70s 
Seedless, 28 Ib. box 


Crate, 9s 
176s 

Basket 20s 
Quarts 
30-35 Ib. av. 


FRESH VEGETABLES 
Bag 
Topped, bag 
Pascal, 30s 
White 


5 ibs. 20 


Peaches 
Strawberries 
| Watermelon 


6 Ibs. 
35 Ibs. 
57 Ibs. 
10 Ibs. 

5 Ibs. 


dy-to-eat Cabbage 

| Carrots 

Celery 

| Celery 

| Cucumbers 

| Endive 
Lettuce 
Onions, Dry 
Onions, Green 

| Onions, Spanish 
Onions, White 
Parsley 

| Peppers, Green 


15 Ibs. 


27 Ibs. Curty 


Head, 48s 
Yellow, bag 
20 Ibs. Bunch 
Boilers 
Bunch 
12 Ibs. 


50 Ibs. 
400 Ibs. 
2 doz. 
20 Ibs. 
1 tug (30 Ibs.) 
% doz. 


Hamper 
Bag No. 1 
Bunch 


Potatoes, Sweet 
Potatoes, White 
Radishes 
Squash, Summer 
Tomatoes 
Watercress 


1 box 
30 Ibs. 
10 only 

5 Ibs. 

1 box 
Y box 

2 doz. 

1 crate 

1 box 

11 baskets 
12 qts. 
100 Ibs. 


Repacked (5 x 6) 
Bunch 


FROZEN FRUITS 


Blueberries 8 Ib. can, 5-1 sugar 16 Ibs. 


Orange and 
Grapefruit Sections Fresh, Chilled, gallon 


Melon Balls Mixed, 8 Ib. can 
Orange Juice Con., 32 oz. can 
Plums 8 Ib. can 


Strawberries Sliced, 8 Ib. can, 
5-1 sugar 


1 gal. 
16 Ibs. 

6 cans 
8 Ibs. 


50 Ibs. 24 Ibs. 


50 Ibs. 
1 doz. 
1 doz. 
1 doz. 
6 heads 
1 crate 

50 Ibs 
1 doz. 
6 Ibs. 
3 Ibs. 
1 doz. 

1% doz. 


FROZEN VEGETABLES 
Spears, 24% |b. pkg. 12% Ibs. 75 
Cuts, 2% Ib. pkg. 40 Ibs. 240 
Cuts, 2% Ib. pkg. 12% Ibs. 75 
Stems and buds 
2% Ib. pkg. 
2% Ib. pkg. 





Asparagus 
Beans, Green 
Beans, Wax 


Broccoli 
2% Ibs. 15 


2% Ibs. 15 
Buds, 2% Ib. pkg. 5 lbs. 30 
2% Ib. pkg. 15 lbs. 90 
Chopped, 2% Ib. pkg. 25 Ibs. 150 
3 Ib. pkg. 3 ibs. 12 
2% Ib. pkg. 15 Ibs. 90 


Brusseis Sprouts 
Cauliflower 

Peas 

Spinach 

Squash, Winter 
Vegetables, Mixed 
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NEW TOLEDO RACKLESS DISHWASHERS 


Exclusive Add-A-Tank units combine 
to provide just the right length, 
capacity and specific features to 

suit individual needs. Electrically 
controlled final rinse and 
water level control. 





NEW TOLEDO CONVEYOR DISHWASHERS 


Exclusive Panoramic Door 
gives easy access to full length 
of conveyor. Easiest to clean! 
Zip-Lok Tubes, one-level 
tank construction, many 
more plus features. 


| 
l p 


NEW TOLEDO A-2 PEELERS 


Compact design in 20 lb. or 30 lb. 
capacity. Work-saving convenience! 
4% min- 


Peels full charge in 1 to 1! 
utes. Automatic timer, efficient 


double-action peeling. Other 
models 15 lb. to 70 lb. 


NEW TOLEDO DISPOSERS 
Heavy duty sizes from 


49 models! 
% to 3 H.P. Cone sizes to meet 
Full range of acces- 


om 
~ 
— 
— 
-— 
— 
— 
= 
— 
= 
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Choice of timed automatic or push- 
button models featuring efficient 
three-way door. Fast, thorough 
washing action. Built of gleam- 
ing stainless steel. 


NEW TOLEDO MIXERS 


Speedy, efficient. Easy to operate and 
8-speed transmission for 


clean. 
thorough mixing, beating or whip- 
ping. Auxiliary power socket for 
Model TM-30 


accessories 
30 qt.) shown. 


Coin Big Savings... 


Get Better 
Kitchen Efficiency 


L 
wih NIEW 


You'll save dollars every day in kitchen opera- 
tions—when you mechanize with new Toledo 
kitchen machines! They are designed to meet your 
demands for speed, ease and sanitation with peak 
efficiency in volume feeding service today. A complete 
line to fit your kitchen service needs. SEND TODAY 
for bulletin SD 3814, your guide to kitchen savings. 


Slicers Steak Machines 


TOLEDO 


ALL THE WAY! 





Hi-Speed Saws 











IT PAYS TO GO 


1 
your needs. 
sories, including silver-savers , 
and scrapping blocks. 
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—prepared by Virginia Reid, administrative dietitian, 


2nd WEEK NORTH-NORTHWEST SUMMER SELECTIVE CYCLE MENU 
St. John’s Hospital, St. Paul, Minn. 


(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


breakfast | 


Orange Juice 
or Fresh Applesauce 
Ready-to-Eat Wheat 
Flake Cereal 
or Oatmeal 
Scrambled Eggs with 
Chopped Bacon 





noon night 





Chilled Grape Punch Cream of Tomato Soup 
Baked Veal Chop (FS)—Dill Pickles (F) or Chili Con Carne Swiss Steak with Mushrooms (FS) 
Parsleyed Buttered Potatoes (FS. or a — Strips of Bacon, Deviled Egg on Toast Wedges with 
Buttered Corn or Buttered New Peas (FS) Chee: 
Lettuce Cubes with Green Pepper Ring with French Dressing Buttered Soked ‘Potatoes (FS) 
or Fresh Pineapple Wedges and Strawberries with Sweet Dressing Buttered Sliced Carrots S) or Buttered Cabbage 
Green Gage Plums in Syrup with Peanut Cookie (F) Waldorf Salad or Crisp Salad Plate 
or Marshmallow Pudding (S) Marble Cake with Seven Minute icing (F) or Apricot Whip (S) 
Split Pea Soup 
Turkey Turnover with Gravy (F) or Broiled Cube Steak (S) 
Hash Brown Potatoes (F) 
Stewed Tomatoes or Buttered Green Beans (FS) 
Prune Stuffed with Cream Cheese and Grapefruit Section Salad 
or Sweet-Sour Cabbage Slaw 
Fresh Tokay Grapes with Molasses Cookies (F) or Cranberry Sherbet (S) 





Chilled Pineapple Juice 
Roast Loin of Pork (FS)—Spiced Apple (F) 
or Broiled Hamburger Patty with Fresh Onion Slice 
Mashed Potatoes with Gravy (FS) 
Buttered Wax Beans (FS) or Buttered Acorn Squash 
Jellied Royal Anne Cherry-Nut Salad with Mayonnaise (F) 
or Sliced Tomato and Cucumber Salad 
Rice Pudding with Raisins (S) or Chilled Cantaloupe (F) 


Raspberries (F) | 
or Tomato Juice (S) 
| 
| 


rina 
or Bran Flake Cereal | 

Soft-cooked Egg — | 
Crisp Bacon 








Grapefruit Juice 
or Stewed Prunes 
and Apricots 
Sugar Coated Cereal 
or Malt Meal Cereal 
Poached Egg 
Sweet Roll 


Chicken-Rice Soup 
Beef Pie with Biscuit Topping (S) 

or Baked Canadian Bacon—Mustard Sauce (F) 
Baked Potato with Butter (FS) 
Buttered Broccoli (F) or Buttered Mixed Vegetables (S) 
one Phony soe | Salad with Mayonnaise 

rozen Fruit Salad 

Spanish Layer Cake (F) or Baked Fresh Pear—Ginger Cookie (S) 


Chilled Lemonade 
Meat Loaf with Gravy (FS) or Egg and Rice Casserole—Tomato Sauce 
French Fried Potatoes (F) or Mashed Potatoes (S) 
Buttered Cuts and Tips of Asparagus (S) 

or Buttered Small Whole Beets (F) 

Melon Ball Salad with Sweet Dressing 

or Head Lettuce Wedge—Sliced Onion—Green Pepper Ring— 

French Dressing 

Chocolate Ice Cream—Marshmallow Topping (FS) or Fresh Fruit Compote 








French Onion Soup 
Macaroni and Cheese or Baked Chicken (FS)—Dressing (F) 
Mashed Potatoes with Butter (FS) 
Buttered Brussels Sprouts (F) “4 Buttered Carrots (S) 
Chef Salad with French Dressin 

or Fresh Peach Half with Cranberry Relish (F) 
Honeydew Melon with Lime Slice 

or Fudge Pudding with Whipped Cream (FS) 


Vegetable Soup with Grated Cheese 
Shrimp Creole on Rice (F) or Veal Cutlet (S) 
Buttered New Potatoes (S) 
Buttered Asparagus (FS) or Buttered Onions 
Jellied Fresh Pear with yey or Tossed Salad with French Dressing 
Peeled Plums in Syrup with Sugar Cookies (S 

or Gingerbread with Bananas and Whipped Cream (F) 


Chilled Apple Juice 
Pot Roast of Beef with Vegetable Gravy (FS) 
or Chow Mein on Chinese Noodles—Soy Sauce 
Buttered Rice (FS) 
Buttered Green Beans (FS) or Cauliflower Au Gratin 
Jellied Grapefruit and Orange Salad with Mayonnaise or Cole Slaw 
Angel Food Cake with Lemon Whipped Cream (FS) or Fresh Apricots 


Grape Juice (S) 
or Half Grapefruit (F) | 
Farina 
or Ready-to-Eat 
Malt Flake Cereal 
Scrambled Eggs— 
Link Sausage 





thursday | wednesday 








| 


Tomato Bouillon 
Fillet of Sole with Tartare Sauce (FS) or Baked Liver with Spanish Sauce 
Escalloped Potatoes (FS) 
Buttered Peas (FS) or French Fried Eggplant 
Apple—Date—Celery Salad with Mayonnaise 
or Cottage Cheese Mixed with Shredded Carrot and Chives 
Pecan Pie with Whipped Cream (F) or Stewed Fresh Sliced Peaches (S) 


Pineapple-Grapefruit 
Juice 
or Stewed Fresh 


pples 
Rolled Wheat Cereal 
or Puffed Wheat 
Cereal | 
| Soft-cooked Egg 
| Raisin Toast } 





Cantaloupe (F) | Chilled Blended Fruit Juice 

or Orange Juice (S) Creamed Chicken on Rusk «FS) or Baked Pork Chop with Cheese 
Ready-to-Eat Rice Mashed Potatoes with Butte 

Cereal Lima Beans in Cream (F) or  Eocalloped Tomatoes (S) 

or Rice Farina Pickled Beet Salad 
Poached Ege—Bacon or Pineapple Ring with Fresh Melon Center with Sweet Dressing 
Tapioca Pudding (FS) or Fresh Bananas with Cream 


Minestrone Soup 
Salisbury Steak "(FS)—Catsup (F) 
or Cold Plate (Macaroni- “Vegetable Salad, Sliced Ham, American 
Cheese, Deviled Egg and Relishes) 
Cottage Fried Potatoes (F) or Baked Potato (S) 
Buttered Wax Beans (FS) or Buttered Mashed Squash 
Celery Sticks, Carrot Strips, Radishes and Green Onions 
or Fresh Fruit Salad with Whipped Cream (F) 
Cherry Cobbler with Sauce (F) or Butterscotch Pudding (S) 








Orange Juice (S) | Chilled Apple Juice — Cream of Mushroom a 

or Strawberries (F) Baked Ham with Raisin Sauce (F) Broiled Hamburger on a Bun and Cooked Onions (FS) 
Chocolate-flavored or Shoulder Lamb Chee with Mint Sauce (S) or Cold Slice Roast Beef and Potato Salad 

Wheat Cereal Candied Sweet Potato (FS) French Fried Potatoes (F) 

or Puffed Rice Cereal | Buttered Beets (FS) or Buttered Corn on Cob Buttered New Peas (FS) or Buttered Broccoli 
Scrambled E, Cinnamon Apple Salad with Cream Cheese Sliced Tomato with Hard Cooked Egg Slices—French Dressing 

Canadian Bacon or Cucumbers and Onions in Sour Cream or Canned Fruit Salad with Sweet Dressing 

Lime Sherbet (FS) or Fresh Bing Cherries Maple-Nut Cake with Icing (F) or Prune Whip (S) 





PLEASE CUT ALONG THIS LINE 
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(F}—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 





F Item, sesame Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings 








2 doz. 
1 doz. 
1 doz. 


Bunch 
Bunch 


| Onions, Green 
Parsley 

| Peppers, Green 

| Potatoes, Sweet Hamper 50 Ibs. 

| Potatoes, White Bag No. 1 400 Ibs; 

| Radishes Bunch 2 doz. 
Romaine 1% doz. 

| Squash, Acorn 7 Ibs. 
Tomatoes Repacked (5x6) _—1 Jug (30 Ibs.) 
Watercress Bunch 4 doz. 


30 Ibs. 


Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 
37 Ibs. 


BEEF 
Fryers (Eviscerated) Grade A, 2% Ib. av. 


Ground Beef U. S. Good, 5 Ib. pkg. 
Liver Steer, sliced 
Roast, Sirloin (B.R.T.) U. S. Choice 
Round (Bottom) U. S. Standard 
Steaks, Cubed . S. Choice, 

4 oz. each 


FRESH FRUITS 
U Apples Jonathan, 113s 
| Apricots Lug 
Steak, Swiss U. S. Good, 4 0z. each | Bananas Ripe 
tew U. S. Good : Cantaloupe Crate, 45s 
Cherries, Bing 15 Ib. box 
Grapefruit Seediless, 70s 
| Grapes Tokay 
Seediess 


LAMB 
U. S. Good, 5 oz. each | FROZEN FRUITS 
| Cherries 8 Ib. can, 5-1 sugar —16 Ibs. 
eg od “need Fresh, chilled, gallon 1 gal. 
Melon Bal Mixed, 8 Ib. can fos 
Orange fae Con., 32 02. can 
Orange and 
Grapefruit Sections Fresh, chilled, gallon 


Chops, Shoulder | Grapes 


PORK | Lemons 


24-26-1 Ib. 
pete A, 4 =. each 


Limes 
Melon, Honeydew 
Oranges 
Peaches 

| Pears 
Pineapple, Fresh 
Raspberries, Red 
Strawberries 


Bacon, Canadian 

| Bacon (Sliced) 

| Chops, Loin 

| Ham (Pullman) Ready-to-e 

| Loin (Boneless) oe A. 10. 12 Ibs. 
Sausage Links 12-1 


VEAL 


; S. Good, 5 oz. each 
. $. Good, 4 02. each 
. S. Good 


Crate, 9s 
176 


$ 
Basket, 20s 
Box, 120s 


— 
uarts 


6 cans 
2 gal. 


| FROZEN VEGETABLES 
| Asparagus Cuts, 2% Ib. phe 
Asparagus Spears, 4 r ” g. 
Beans, Green Cuts, 
Beans, Lima som fret 


2% Ibs. 15 
10 Ibs. 60 
25 Ibs. 150 


15 Ibs. 90 


Chop, Rib 
| Cutlets 
Leg (B.R.T.) 


FRESH VEGETABLES 
Cabbage 
Carrots 


Shrimp 
Sole 


2nd week market order for perishables (per 50 beds) 


| Fowl (Eviscerated) 


FISH 
26-28 Ib. 
Frozen, fillets 

4 oz. each 


POULTRY 
Grade A, 5 Ib. av. 


| Celery 


Celery 
Corn on the cob 
Cucumbers 


| Eggplant 
| Endive 
| Lettuce 


i 


Onions, Dry 


Bag 

Topped, bag 
Pascal, 30s 
White 


Curly 
Head, 48s 
Yellow, bag 


1 crate 
50 Ibs. 


Beans, Wax 


Broccoli 


| Brussels Sprouts 
| Cauliflower 


e 
Squash, Winter 
Vegetables, Mixed 


pkg. 
on 24% Ib. pkg. 
Stems nok 
A 8 
2% |b. pkg. 
Buds, 2% Ib. pkg. 
2% Ib. pkg. 
3 Ib. pkg. 
2% Ib. pkg. 


25 Ibs. 
12% Ibs. 
10 Ibs. 
2% Ibs. 15 
40 Ibs. 240 
3 Ibs. 
2% Ibs. 


150 
75 
60 


12 
15 
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in CENTRAL 
FOOD SERVICE 


The new IDEAL Mealmobile with mechanical re- 
frigeration and built-in beverage dispenser, together 
with the new Idealmobile, Model FS-100, hot food 
assembly unit, now make it possible for you to have 
a complete food service system that is thorough, fast 
and efficient. 
The Mealmobile with its mechanical refrigeration, 
can now be used as a cold food storage unit. This 
permits the loading of salads and other cold items 
well in advance of food serving time and eliminates 
aks and valleys in the work load in the kitchen. 
he new IDEAL Mealmobile in combination with 
the new Idealmobile hot food assembly unit, enables 
you to move foods directly from the hot food 
preparation area to the most convenient assembly 
area — thus speeding up food service. 


The complete IDEAL centralized food service system 


leat COMBINATION 





IDEAL Mealmobile, Mode! 


9020-BCT with built-in beverage introduces a cyclical operation in the movement of 
dispenser and mechanical food from kitchen to patient . . . done the same way 
refrigeration. every time. And efficiency increases each time! 


This IDEAL combination 
offers efficient centralized 
food service for all hos- 
pitals—regardless of size. 
Additional units may be 
added to meet your needs 
—present and future. 


Idealmobile Model FS-100 
hot food assembly unit 


Write for Made only by the 


cusdsionce SWARTZBAUGH 


po : MANUFACTURING 
HOSPITAL EQUIPMENT COMPANY 


planning 
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—prepared by Virginia Reid, administrative dietitian, 


3rd WEEK NORTH-NORTHWEST SUMMER SELECTIVE CYCLE MENU 
St. John’s Hospital, St. Paul, Minn. 


(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


| breakfast | 


Apricot Nectar (S) 
or Fresh Plums (F) 
Farina 
or Cornflakes 
Peached Egg 
Raisin Toast 





noon night 





Chicken-Noodle Soup 
Meat Loaf with Gravy (FS. 

or Broiled Loin Lamb Chop with Sliced Cucumber Pickles 
Buttered Baked Potato 
Buttered Lima Beans to ~d Buttered Wax Beans (S) 
Molded Gingerale Salad with Mayonnaise 

or Chef Salad with French Dressing 
Date-Nut Bars (F) or Nectarines in Syrup (S) 


Cream of Vegetable Soup 
Roast Loin of Pork with Applesauce (F) 
or Sliced Turkey with “4 Sele Sauce (S) 
Mashed Potatoes with Grav 
Buttered Summer Squash ass or Stewed Tomato with Green Pepper 
ig my ho or Julienne Beet Salad with Diced Cooked Egg with 
renc 
Lady Baltimore — # (FS) or Fresh Pineapple Wedges with Mint 


Chilled Apple Juice 
Cube Steak with Catsup (F) or Creamed Eggs on Toast (S) 
Buttered Steamed Potatoes (FS) 
Buttered Peas (FS) or Buttered Carrots O'Brien 
Sliced Tomato Salad with French Dressing 
or Jellied Orange Souffle Salad 
Fresh Sliced Peaches (F) or Jelly Roll (S) 





Cream of Corn Soup 
ed Pork Chop mth Spiced Apple Ring (F) 

or Broiled Beef Patty (S)—Sweet Pickle Relish 
Parsley Buttered Potatoes (FS) 
Buttered Brussels Sprouts (F) or eatered Spinach with Lemon (S) 
Fresh Fruit Salad with Sweet Dressin; 

or Head Lettuce Wedge with Fecnee bret ressi 
Chocolate Chiffon Pudding (FS) or Fresh Noes with Date Cookies 


Tomato Bouillon 
Ham Loaf with Cream Mustard Sauce (F) 
or Baked Chicken ie) Gravy (S) 
Buttered hee Potato (FS) 
ey oa hay rn (F) or Buttered Green Beans with Mushrooms (S) 
Mixed Melon Slice Salad with Sweet Dressing or Cole Slaw 
Raisin Bread Pudding (FS) or Fresh Green Grapes 


Grapefruit Juice 
or Sliced Banana 
Sugar Coated Cereal 
or Oatmeal 
Scrambled Eggs— 
Bacon 











| tuesday | monday 





Chilled Blended Fruit Juice 
Pot Roast of Beef—Vegetable Gravy (FS) or Macaroni and Cheese 
Buttered Mashed Potatoes (FS) 
Buttered Cauliflower (F) or Orange Beets (S) 
Tossed Salad with French Dressing 
or Grapefruit and Avocado Salad with French Dressing 
Maple Ice Cream (FS) or Fresh Pear with Chocolate Chip Cookie 


Raspberries (F) 
or “wees e Juice (S) 
Malt Meal Cereal 
or Shredded Wheat 
Cereal 
Soft Cooked Ege 
Danish Sweet Roll 





Cream of Mushroom Soup 
Spaghetti with Meat jon (FS) or Baked Spareribs 
Baked Potato with Butter 
Buttered Asparagus pve (FS) or French Fried Onions 
——— Section and Apple Slice Salad with Honey Dressing 
w Shredded Carrot and Raisin Salad 
Fudge Squares with Powdered Sugar (F) or Tapioca Pudding (S) 


Chilled Apple Juice 
Baked Veal Shoulder Chop (FS)—Dill Pickle Slices (F) 
or Scrambled Eggs with Chives 
Creamed Potatoes (FS 
Buttered Spinach (FS) or Buttered Cabbage y= 
Relish Plate (Celery Sticks, Radishes, Stuffed Olives) 
or Peach Half with Cottage Cheese 
Bing Cherries or Apricot Upside-down Cake with Whipped Cream (FS) 


Tomato Juice 
or Orange Slices (F) 
Puffed Wheat Cereal 
or Farina 
Poached E; 
Grilled 


thursday | wednesduy 





Clam Chowder 
Mushroom Chow Mein with Rice and Soy Sauce (FS) 

or Wieners Stuffed with Cheese and Wrapped in Bacon 
Buttered Steamed Potatoes 
Buttered Lima Beans in Cream (F) or Buttered tim Whole Beets (S) 
Apple-Date-Nut Salad with Mayonnaise (F) or Mexican Slaw 
Strawberry Shortcake with Whipped Cream (F) 

or Custard with Caramel Sauce (S) 


Cream of Pea Soup 

Broiled Salmon with Lemon Wedge (FS) or Salisbury Steak 

French Fried Potatoes (F) 

Stewed Tomatoes (F) or Buttered Wax Beans (S) 

Fresh Pineapple Ring with Grated American Cheese with Sweet Dressing 
or Spiced Beet with Bermuda Onion Slices with French Dressing 

Lemon Meringue Pudding (FS) or Cantaloupe 


Stewed Prunes 
or Grape Juice 
Rice Cereal 
or Chocolate-flavored 
Wheat Cereal 
Scrambled Eggs 
Cinnamon Toast 


friday 





Cream of Asparagus oop 
Cube Steak (FS)—Corn Relish (F) 5 
or Cold Plate: Cold Boiled Ham, Potato Salad, Celery Hearts, Radishes, 
Pickle Slices, Olives 
Hash Brown Potatoes ( 7} 
Buttered Peas (FS) or Buttered Green Beans 
Pear and Cream Cheese Ball in Orange Gelatin with Mayonnaise 
or Cucumber and Onion in een 
Spice Cake with Butter Icin ae 
or Vanilla Pudding with Cherry Sauce (S) 


Grapefruit Half 
or Pineapple Juice 
Rolled Wheat Cereal 
or Puffed Rice Cereal | 
Soft Cooked Egg— } 
Bacon 
| 
} 


Creamed Chipped Beef on Toast (FS) or Meat Loaf with Tomato Sauce 
Buttered Mashed Potatoes 
Buttered Brussels Sprouts (F) or Buttered Carrot Strips (S) 
Chef Salad with French Dressing 
or Banana Half Rolled in Coconut and Mayonnaise 
Stewed Fresh Peaches (S) or Butterscotch Squares (F) 


| 


saturday 





Vegetable Soup 

Grilled Ham Shee with Mustard (F) or Beef Biscuit Roll with Gravy (S) 

Baked Potato with Butter 

Parsleyed Buttered Cauliflower (F) or Buttered Green Beans (S) 

Fresh Apricot, Banana Slices and Green Grapes with Sweet Dressing 
or Sliced Tomato, Sliced Onion and Green Pepper Salad with French 


Honeydew Melon (F) 
or Grapefruit Juice 
Ready-to-Eat Cereal 
or Rice Farina 
Poached Ege— 
Link Sausages 
Sweet Roll 


Baked Chicken Maryland (FS) or Breaded Pork Chop—Applesauce 
Mashed Potatoes with Gravy (FS) 
Buttered Beets (FS) or Buttered Brussels Sprouts 
Fresh Fruit Salad with Whipped Cream 

or Canned “ee Rolled in Pimento with French Dressing 
Vanilla Ice Cream (FS)—Strawberry Topping (F) 

or Fresh Whole Pear with Ginger Cookie 


| 
| Chilled Cranberry Juice 








PLEASE CUT ALONG THIS LINE 


sunday 


Dressing 
Grapenut Pudding (F) or Fresh Applesauce (S) 





(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 





Item, Sendittaietene: Amounts & No. of Servings 





Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 





3 Ibs. 
1 doz. 


BEEF FRESH FRUITS Onions, Spanish 


Bunch 


3rd week market order for perishables (per 50 beds) 





| Frankfurters 

| Ground Beef 

| Round (Bottom) 
Steaks, Cubed 


Chops, Loin 


Bacon (Sliced) 

Chops, Loin 

Ham (Pullman) 

Loin (Boneless) 

Sausage Links 
Spareribs 

} 


Chops, Shoulder 





Salmon 


| Chipped Beef, Dried U. S. Good 


All beef, 8-1 Ib. 
U. S. Good, 5 Ib. pkg. 
U. S. Standard 


U. S. Choice, 
4 oz. each 


LAMB 


U. S. Choice, 
6 oz. each 


PORK 
24-26-1 Ib. 
Grade A, 4 oz. each 
Ready-to-eat 
Grade A, 10-12 Ibs. 
12-1 Ib. 
Grade A, 3-1 Ib. 


VEAL 
U. S. Good, 5 oz. each 


Red, steaks, 
5 oz. each 


POULTRY 


 Patene (Eviscerated) Grade A 
Fryers (Eviscerated) Grade A, 2% Ib. av. 


5 Ibs. 
5 Ibs. 
60 Ibs. 
27 Ibs. 


40 Ibs. 


7 Ibs. 


12 Ibs. 


25 Ibs. 
50 Ibs. 
35 Ibs. 
10 Ibs. 
10 Ibs. 


25 Ibs. 


15 Ibs 


62 Ibs. 


| Apples 
| Apricots 


Avocado 
Bananas 
Cantaloupe 


| Cherries, Bing 


Grapefruit 

Grapes 

Lemons 

Melon, Honeydew 


| Oranges 

| Peaches 

| Pears 

| Pineapple, Fresh 
| Plums, Red 

| Raspberries, Red 


| Cabbage 
| Carrots 


Celery 


| Celery 


Cucumbers 


| Endive 


Lettuce 
Onions, Dry 


Onions, Green 


Jonathan, 113s 

Lug 

Ripe 

Ripe 

Crate, 45s 

15 Ib. box 

Seedless, 70s 
Seedless, 28 Ib. box 


Crate, 9s 

176s 

Basket, 20s 
Box, 120s 
Box, 24s 
Basket (4 x 5) 


FRESH VEGETABLES 


Bag 
Topped, bag 
Pascal, 30s 
White 


Curly 

Head, 48s 
Yellow, bag 
Bunch 


1 box 

1 lug 
Y% doz. 
45 Ibs. 
% crate 

1 box 

1 box 
Y box 

2 doz. 

1 crate 
1 box 
10 baskets 
Y% box 
Y% box 
2 baskets 

4 qts. 


Parsley 

Peppers, Green 
Potatoes, White 
Radishes 
Romaine 

Squash, Summer 
Tomatoes 
Watercress 


Y% doz. 
400 Ibs. 
1% doz. 
1% doz. 
25 Ibs. 
Repacked (5x6) % lug (15 Ibs.) 
Bunch 1% doz. 


FROZEN FRUITS 
Halves, 8 Ib. can, 
5-1 sugar 
8 Ib. can, 5-1 sugar 
Fresh, chilled, gallon 
Con., 32 oz. can 


Sliced, 8 Ib. can, 
5-1 sugar 


Bag No. 1 
Bunch 


Apricots 
8 Ibs. 


8 Ibs. 
2 gal. 
6 cans 


Cherries 
Grapefruit Sections 
Orange Juice 


Strawberries 
32 Ibs. 


FROZEN VEGETABLES 
Spears, 2% Ib. pkg. 
Cuts, 2% Ib. pkg. 
Small, e 
2% Ib. pkg. 


10 Ibs. 
7% Ibs. 


Asparagus 
Beans, Green 
Beans, Lima 


50 Ibs. 

50 Ibs. 
1 doz. 
1 doz. 
1 doz. 

1% doz. 
1 crate 
1 bag 
1 doz. 


20 Ibs. 

5 Ibs. 
27% Ibs. 
25 Ibs. 
25 Ibs. 


Cuts, 2% Ib. pkg. 
2% Ib. pkg. 
Buds, 2% Ib. pkg. 
2% Ib. pkg. 
Chopped, 

2% Ib. pkg. 


Beans, Wax 
Brussels Sprouts 
Cauliflower 

Peas 


Spinach 
17% Ibs. 
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Water Pitcher 
—100Ww 


Designed and made to 


maintain asepsis 


POLAR WARE 


Polar insulated pitchers and beverage servers stainless steel 
are recommended for bedside service where 


cold water or chilled juices and beverages water pitchers and beverage servers 
are used. Because this insulated ware will 


“hold” a low temperature for hours, no ice 
is needed, and a possible source of contamina- 
tion is eliminated. 
The recent furor over unhygienic water servers that made 


nasty headlines and sordid reading in the nation’s press, 
spotlights — by way of contrast — the completely hygienic 
potential of Polar stainless steel ware. 

All Polar pieces for the sickroom are designed with large 
openings readily accessible for any hand or mechanical clean- 
ing action. All are deep drawn, seamless stainless steel. There 
are no temperature limitations that prevent autoclaving, or 
long exposure to boiling water. And because Polar Ware is 
made of heavy gauge stainless steel, this ware for bedside 
service is all but indestructible. That underscores economy, 
provides a long return on a prudent investment. 

: Ask the supply house men who call 
Insulated ie) on you. You'll find the best of them carry 
Pitcher—141 Polar Ware. 


*3500 LAKE SHORE ROAD 


Polar Eva: Co. SHEBOYGAN, WISCONSIN 


Merchandise Mart — Chicago 54 *415 Lexington Avenue *800 Santa Fe Avenue Offices in Other Principal Cities 
Room 1455 New York 17, New York Los Angeles, California *Designates office and warehouse 
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HIGH-ENERGY RADIATION 


maxitron 


2ZOO0O 


high dose rates at low cost per rad 


2-MILLION VOLT X-RAY UNIT—the culmination of more than 
half a century’s experience with radiation. Maxitron 2000 is the most 
powerful in the complete range of x-radiation therapy sources offered 
by General Electric. 

With the Maxitron 2000, high-energy radiation is generated elec- 
tronically . . . dose rate never decreases due to decay. No source —isotopic 
or otherwise—compares in maintenance savings. Records of medical 
centers show that not a single x-ray tube has failed in the entire decade 
since the first unit was installed! At dose rates provided by the Maxitron 
2000, maintenance cost for delivery of 1000 rads to a tumor at 10-cm 
depth (100-cm square field) has averaged only pennies! 

For full facts on any range of x-ray therapy equipment, see your 
G-E x-ray representative. Or write X-Ray Department, General Electric 
Company, Milwaukee 1, Wisconsin, Room 1003F. 


Maxitron is a G.E. registered trademark. 


maxitron 


1LOOO 


MILLION-VOLT X-RAY UNIT — Maxitron 1000 
super-voltage therapy unit combines high-energy 
output, easy operation and duplication of dosage — 
thanks to electronically generated radiation. Here again 
General Electric quality has reduced maintenance 
per thousand rads to just pennies. 


Progress /s Our Most Important Product 
GENERAL @@ ELECTRIC 
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BAYLOR UNIVERSITY MEDICAL CENTER, DALLAS, TEXAS... 
2-million volt G-E Maxitron 2000— one of the many now in service 
at key institutions across the continent. Pleasant surroundings 
encourage even apprehensive patients to rest easy during therapy. 





DEEP, INTERMEDIATE 
AND SUPERFICIAL THERAPY | 


Compare these powerful 
electronic x-ray sources 





MAXIMAR 250-II 


Deep to superficial therapy, at 80 to 250 kvp. 
Versatile performance and the proved capacity 
for continuous duty make this a favorite main- 
stay in many of today's busiest therapy centers. 
Requires only 3% sq. ft. of floor space. 


MAXITRON 300 


Deep to superficial technic . . . 100 to 300 kvp. Half-value layers 
ranging from 0.25 mm Al to 4 mm Cu. Dose rate and half-value 
layer can be dialed right from control console: correct filter 
positions itself, kvp and ma are preselected automatically! 


MAXIMAR 100 


Superticial therapy ... output from near grenz rays 
to that obtained at 100 kvp. More than 5000-r per 
minute at 15-cm fsd .. . up to 84% absorption in 
first 4 mm of tissue. Coverage at 30-cm fsd spans 
18-cm circle; dose rate at edge of circle is within 
80% of central axis dose rate. 


and Maxitron ore G.E. registered trademarks. 
Litho in U.S.A. 











ISOTOPE TELETHERAPY 


Select from seven 
cobalt and caesium units 


General Electric sells, installs and servises a complete range 
of AECL isotope teletherapy equipment, capable of technics 
from conventional fixed-beam irradiation to complex ro- 
tational patterns. All have fail-safe shutters that close 
automatically in event of power failure. 


THERATRON F (shown)—200 r/m/m maximum cobalt-60 
source capacity. For fixed- and moving-beam teletherapy. 


THERATRON B—165 r/m/m maximum cobalt-60 source 
capacity. Fixed- and moving-beam capabilities. 


THERATRON C-—50 r/m/m maximum 


cobalt-60 source capacity. For both fixed- and 
moving-beam technics. 


THERATRON JR. (shown)—50 r/m/m 
maximum cobalt-60 source capacity. Fixed- 
and moving-beam teletherapy provisions. 


Progress ls Qur Most Important Product 
GENERAL @@ ELECTRIC 
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ELDORADO SUPER G (shown)—200 r/m/m 
maximum cobalt-60 source capacity. For 
fixed-beam teletherapy. 


ELDORADO G—50 r/m/m maximum cobalt-60 
source capacity. Fixed-beam teletherapy unit. 


CAESATRON (shown)—1300-curie caesium- 
137 source capacity. Fixed-beam technic, 


@ See your G-E x-ray representative for com- 
plete details on equipment for x-ray and isotope 
therapy. Or write X-Ray Department, General 
Electric Company, Milwaukee 1, Wisconsin, 
Room 1009. 





a specifications for 
equipment and supplies are im- 
portant to hospital engineers be- 
cause they are responsible for 
furnishing the purchasing agent 
with sufficient technical data to in- 
sure that the equipment or ma- 
terial to be purchased will perform 
the funttion for which it is being 
considered. In addition to technical 
competence, engineers need certain 
other ¢haracteristics to cooperate 
successfully with purchasing. 

1. One important requirement, 
which; may seem a little strange, 
is ability to get along with people. 
In any work, whether in hospitals, 
goverhment or private industry, it 
is recognized that better results 
can be obtained when individuals 
learn/how to get along with people. 

2. Another important require- 
ment! is good communication. Com- 
munjcation must be a three-way 
proppsition—up, down and lateral. 
Unless the engineer is willing to 
communicate with the individual 
or department requisitioning new 
equipment, or planning alterations 
involving engineering specifica- 
tions, so that he clearly under- 
stands the need to be met, he 
cannot develop clear and under- 
standable specifications. 

Furthermore, good communica- 
tion will enable the engineer to 
recommend materials, equipment 
or tools that will better meet the 
need at less cost—either first cost 
or future maintenance cost. 

Communication helps the engi- 
geer to understand purchasing 
methods and procedures. Then, he 
can supply the purchasing agent 
with information and data suitable 


Glenn R. Stevens is director of engineer- 
ing service, Department of Medicine and 
Surgery-Operations, Veterans Administra- 
tion. 
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ongincehing — futchasing 


THE 


ENGINEER'S ROLE 
IN PURCHASING 





When the purchasing agent needs 
technical data and an authoritative 
opinion about specialized equipment, 
he turns to the hospital engineer for 
assistance, the author says. He sug- 
gests that the hospital engineer should 
become a resource person for the pur- 
chasing department, but this will re- 
quire his developing the skills of com- 
munication and cooperation. 





for his use. Often the engineer 
becomes arbitrary about specifica- 
tions because it is a technical mat- 
ter and he thinks he is an authority 
in technical matters. Therefore, it 
is important that specifications be 
developed after good communica- 
tion with the user and with the 
purchasing agent. A good rule for 
engineers is: Don’t be a technician 
—be a consultant. 


HOW TO PURCHASE WISELY 


3. Purchasing involves many 
points that definitely affect the 
engineer. Here is a partial list of 
them: 

(a) Develop the information 
and place the order far enough in 
advance to avoid emergency pur- 
chases. This calls for good plan- 
ning by management and engi- 
neering. 

(b) Consider the standard pack- 
aging of materials common to the 
trade. Order in units that will re- 
sult in better price quotations 
whenever possible. 

(c) Purchase in a group the 
small supplies that are used con- 
tinually. Submit a list of similar 
items, which can be procured from 


by GLENN R. STEVENS 


the same type of supplier, so that 
a worthwhile bid can be solicited. 
This often results in better prices 
and more uniform materials. 

(d) Consider delivery time. 
Keep informed about the normal 
delivery time so that orders can be 
requested sufficiently in advance 
to insure delivery when needed. 
This can be done best, with items 
frequently ordered, through the 
establishment of a running inven- 
tory, with a minimum stock quan- 
tity to indicate when reordering 
should be done. This should also 
eliminate the building up of an 
unnecessary inventory. It is bad 
practice, and shows lack of good 
management, to carry excess sup- 
plies in the engineering depart- 
ment. It ties up capital invest- 
ment, encourages any tendency to 
waste material and may result in 
items becoming obsolete. 

(e) Have a working knowledge 
of market costs for common use 
items for estimating future jobs. 

(f) Keep abreast of new mate- 
rials and equipment on the market 
to insure getting the most for your 
dollar. Make careful research to 
determine whether materials with 
higher first cost may actually be 
cheaper over a period of years. 
In other words, evaluate in your 
economic study the annual main- 
tenance costs of new materials 
and/or equipment. Often when an 
economic study is made, it shows 
definitely that the cheaper mate- 
rials may be more costly in terms 
of maintenance. 

The engineer and the purchasing 


HOSPITALS, J.A.H.A. 





agent should know the reputation 
of the manufacturer. How long has 
he been in business? Does he en- 
joy a good reputation for adjust- 
ing deficiencies when they occur? 
Where has his equipment been 
used and what are the opinions of 
the users about it? Such investiga- 
tion often pays big dividends, par- 
ticularly in private hospitals that 
are not restricted to bid require- 
ments. It is essential that the hos- 
pital engineer study these eco- 
nomic aspects of the procurement 
of new equipment. 


HOW TO WRITE “‘SPECS"’ 


Specification writing is in itself 
a specialty in the engineering 
field. This does not mean that 
maintenance engineers cannot de- 
velop good, sound specifications. If 
they have not done so, they should 
purchase or borrow a book on spec- 
ification writing. There are several 
on the market.* 

Federal specifications can be 
helpful. These are obtainable 
through the Government Printing 
Office. The federal government is 
now establishing equipment stand- 
ards that may be helpful in some 
cases. An index of all federal speci- 
fications and standards is for sale 
on a subscription basis by the Su- 
perintendent of Documents, U.S. 
Government Printing Office, Wash- 
ington 25, D.C. When using federal 
specifications, the engineer should 
keep in mind that these are written 
with rather broad limits and that, 
as a result, they permit bidding by 
most manufacturers. They may be 
too broad for specific use by the 
hospital engineer, but they will 
serve as a guide in his specifica- 
tion writing. He can make limita- 
tions as restrictive as he wishes. 

One important don’t in specifica- 
tion writing is: Don’t use a par- 
ticular manufacturer’s so-called 
specification. They too often stress 
some feature of their equipment 
that will prevent other bidders 
from complying entirely with the 
specification. Specifications should 
be written on the basis of the re- 
sult desired or the quality of the 
materials wanted. Frequently, 
specifications are written by de- 

*Among these are Architectural Speci- 
fications, by H. R. Sleeper (John Wiley & 
Son); Engineering Construction, by R. W. 
Abbott (John Wiley & Son); Specifications, 

G. Edwards (Van Norstand); and 


H. 
Streamlined Specification Standards, B. J. 
Small (Rheinhold). 
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scribing a piece of equipment or 
material shown in a catalogue from 
a national supplier with the ex- 
pression “or equal’ added. This 
can get the buyer into no end 
of trouble. If he has not already 
learned this, the engineer will find 
it difficult to defend his stand that 
the material or equipment of a cer- 
tain manufacturer does not meet 
his specifications of ‘‘or equal”. 

In developing specifications for 
specialized equipment or for the 
alteration or construction of an 
addition, the engineer will find it 
beneficial to have one or two relia- 
ble contractors’ or manufacturers’ 
representatives visit the site and 
discuss the problem with him. Of- 
ten they will make helpful sug- 
gestions, which can be incorporated 
into the final specifications after 
they have been analyzed to insure 
that they have not become ex- 
clusive. 

It is well to indicate, when ap- 
propriate, that the bidder will visit 
the site and make his own field 
measurements. In other instances, 
it is well to insist on shop drawings 
for review before final acceptance. 

In procuring certain types of 
equipment using electric current, 
it is most important to define 
clearly the electrical characteris- 
tics required. Be sure that the 
hospital’s supply of current will be 
adequate to meet new demands, 
and that existing wiring will carry 
the load. Otherwise, these should 
be included in the total project 
of procurement of new equipment. 
Standard national codes for eiec- 
trical work, plumbing work, etc., 
should be consulted and _ used. 
These are the National Plumbing 
Code (Minimum Requirements for 
Plumbing), published by the 
American Standards Association, 
New York, and the National Elec- 
trical Code, published by the Na- 
tional Board of Fire Underwriters, 
New York, and the National Fire 
Protection Association, Boston. 


If the engineer is considering 
specifications for road or sidewalk 
construction, he should consult 
with local contractors or state au- 
thorities to determine what the 
local practice is so that his speci- 
fications will not call for mixes or 
materials not in common use local- 
ly. On occasion, he may wish to 
buy equipment installed under the 
supervision of the manufacturer. 
Such supervision should be in- 
cluded in the bid price. 


HOW TO PROVIDE ELASTICITY 


In developing specifications, the 
engineer should permit reasonable 
latitude in the established limits 
so that reputable manufacturers 
will have no difficulty in providing 
equipment or materials meeting 
the end objective—and he should 
insert a guaranty clause that can 
be made binding. 

Claims of manufacturers and 
their representatives should be 
carefully investigated before an 
order is placed. Equipment manu- 
facturers who have national dis- 
tribution and have been in business 
for years have a reputation to 
protect and, therefore, can be de- 
pended upon to rectify errors if 
they occur. A “fly-by-night” sales- 
man may sell the hospital equip- 
ment or materials with sad results. 
For example, the hospital may be 
unable to get repair parts or serv- 
ice. 

Low first cost is not necessarily 
good economy. After the engineer 
has conferred with the ultimate 
user and understands the proce- 
dure followed by the purchasing 
agent, then he can develop clear, 
concise and complete specifications. 
Specifications should be reviewed 
to eliminate wordy descriptions 
that are ambiguous and offer dis- 
honest bidders an opportunity to 
dispose of second-rate material 
and still clear themselves by stating 
that their material or equipment 
met the specifications. ® 
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Septicart 
Cat. No, P9996 


/solate Contaminated Articles in the O. R.—New Aloe Septicart IV. Stand Kick Bucket Kick Basin Foot Stool 
P9930 


is a mobile receptacle for the systematic collection, immediate isolation, and removal POTD P9915 P9916 


of all contaminated material in the operating room. It is easily moved to points 
of collection and quickly withdrawn on easy-rolling casters. Septicart is fitted with 
a leak-proof polyethylene bag of large capacity to hold soiled linens. Solution tank 
of stainless steel has removable stainless steel basket to receive all discarded 
instruments. Below the instrument tank is a receptacle for soiled dressings, etc. 

| to be discarded; fitted with a leak-proof polyethylene fold-over bag. Below the 
glove receptacle is a utensil receptacle, also fitted with a leak-proof 
polyethylene bag for easy removal. The red color of the bags serves as a 
warning code denoting contamination to all who handle. 


Anesthesia Cabinet—P9949 Anesthetist's Stand—P9937 Instrument Tables Curved Instrument Tables Mayo Rack—P9920 Solution Stand—P9960 
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Alumiline operating room furniture is an Aloe 
exclusive development. Designed and fabri- 
cated entirely in our own factory, it has been 
given special features which make it uniquely 
fitted for use in the surgery. 


Distinctive — Design-Coordinated 

The graceful, distinctive, square-tube frames 
provide the strength and pleasing unity of de- 
sign which are characteristic of the entire 
line. Alumiline is completely functional—every 
unit has been developed to serve a definite 
purpose with maximum efficiency. As a group, 
Alumiline is design-coordinated to meet the 
stringent functional demands of modern sur- 
gical technics. 


Maintenance-Free Construction 
Stainless steel and aluminum are combined 
to give permanent protection against corrosion 
and rust. Sturdy, welded construction assures 
lasting rigidity; exclusive H-frame cross brac- 
ing at the lower part of the unit provides 
unusual strength. In contrast to ordinary bolted 
construction, Alumiline will remain rigid per- 


Operator's Stools—P9925—P9927 Linen Hamper—P9970 Utility Stand —P9943 


Solution Stand—P9965 
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_...Meets Todays Most Rigid 0.R. standards 


Aluminum and stainless stee/ for superior conductivity, easy-to- 
clean, aseptic construction. Distinctive style, superbly functional 


manently and will therefore last many times 
longer under the hard conditions of daily 
institutional use. 

Aluminum parts are chemically oxidized 
and finished to retain a permanently smooth 
surface that is easy to clean and will never 
tarnish in normal use. 

The stainless steel used in Alumiline has 
a No. 4 Satin finish, which reduces glare and 
shows no finger prints. The light weight of 
Alumiline permits easier handling; causes less 
damage to hospital floors. 


Electrically Conductive 

Because of superior conductivity, aluminum 
and stainless steel are the preferred materials 
for use in the O. R. Alumiline in the operating 
room forms an important link in your chain 
of precautions against explosion hazards of 
static electricity. 

With the naturally conductive aluminum 
and stainless steel construction, conductive 
casters complete the cycle of safety measures 
that make Alumiline safe for use in the pres- 
ence of anesthetic gases. 

Write or see your Aloe Representative for com- 


plete information. 


A. S. ALOE COMPANY 


DIVISION OF THE BRUNSWICK-BALKE-COLLENDER COMPANY 
1831 Olive Street, St. Lovis 3, Mo. 


18 FULLY STOCKED DIVISIONS COAST-TO-COAST 





Today's most efficient still 
is today’s most compact still... 


| 

































































Cage, STERIL-AQUA' 


. Here’s a new water distillation process for hospitals that offers you greater 
ar efficiency in % the space of conventional units! 


ULBLS)h 

i The Castle STERIL-AQUA produces pyrogen-free water direct from boiler 
steam... and at less cost than any other still. It requires less steam, radi- 

ates less heat, and needs far less maintenance. 


Most important, STERIL-AQUA operates consistently at or above rated 
capacity and produces distillate of purity equal to or surpassing USP XV 
standards. Models from 5 to 500 gph. Call your Castle dealer or write 
for full details. 


Write, too, for de- 

tails on Castle’s new 

Orthomatic Steam 

and (shown above) LIGHTS AND STERILIZERS 


Sterox - O - Matic 
Ethylene Oxide Gas WILMOT CASTLE CO., 1702-5 E&. HENRIETTA RD., ROCHESTER 18, N. Y. 


Sterilizers. 
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egustment and subhly review 


Precleaned slides and cover 
glasses (10E-1) 
Manufacturer's description: Precleaned 


microscope slides and cover glasses 
are thin, flat and highly resistant 
to corrosion or fogging. Annealed 
to minimize chipping and breakage 


they are precision-sized for ac- 
curate uniformity and come in a 
cellophane-wrapped, hinged dis- 
pensing box with lint-free lining. 
Erie Scientific, Dept. H9, 693 
Seneca St., Buffalo 10, N.Y. 


Urinary drainage bag (10E-2) 

Manufacturer's description: The urinary 
drainage bag and tubing are a 
complete unit ready to use with 
no extras to buy. With one simple 
operation, bag may be snapped 
to any hospital bed, litter, wheel 
chair or home bed, or it may even 
be tied to the patient’s leg. A 
second simple operation joins the 
tubing to the catheter. Tubing can- 
not be contaminated from handling 
since bag already has the sterile 
tubing inserted. Tubing cannot pull 
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out of bag when patient turns over 
in bed. Measurements are easy to 
read because the bag remains 
square and printing is in bold 
lettering. Bag is easily removed 
for emptying and flushing. Hospi- 
tal Supply and Development Co., 
Dept. H9, 3109 Forbes Ave., Pitts- 
burgh 13. 


Surgical light-movie camera 
(10E-3) 

Manufacturer's description: The operating 
light, with built-in 16 mm. motion 
picture camera, offers the flexibil- 
ity and dependability vital to sur- 
gical photographic technique. 
Frame speed variability, lens tur- 
ret interchangeability and shutter 





New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











stabilization are some of the fea- 
tures characteristic of this com-~ 
bination. The powerful incandes- 
cent light sources offer excellent 
cavity penetration, plasticity and 
control. Hospital Equipment Div., 
Overseas Service Corp., Dept. H9, 
1219 Dupont Circle Bldg., Wash- 
ington 6, D.C. 


Stopwatches (10E-4) 

Manufacturer's description: Stopwatch 
capacity and legibility have been 
increased through design changes, 
which permit registering the min- 
utes on a large red circle around 
the central shaft, rather than on 





> If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 
Chicago 11, Illinois. 
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istered rather than the usual 30 
minutes. Other features include a 
dull back finish and bezel ring 
which does not reflect light; an 
intentionally flat back (rather than 
convex) which won’t rock on the 
laboratory or work table; jeweled 
shock absorbers; unbreakable non- 
glare crystals, and fully-jeweled 
escapement levers. Heuer Timer 
Corp. Dept. H9, 441 Lexington 
Ave., New York 17. 


the conventional off-center circle 
with a stub hand. Sixty minutes Versatile tractor (10E-5) 


of elapsed time may now be reg- Manufacturer's description: This tractor ; : : 
is a solution to all outdoor mainte- 


nance problems. Some 22 attach- 
NO. 35 IN A SERIES ing tools enable the tractor to be 
MISS PHOEBE used on all types of jobs. In warm 
weather, this handy tractor with a 
heavy duty, three-gang reel mower 
grooms large lawns and parkways 
in wide 5-foot swaths. In the fall, 
a 4-foot trailing rake quickly 
cleans leaves and debris from 
lawns. When snow comes to clog 
driveways and sidewalks, a rein- 
forced, front-mounted blade turns 
the tractor into a snowplow. Wheel 
Horse Products, Inc., Dept. H9, 
51467 U.S. 31, South Bend 17. 


Oxygenator (10E-6) 

Manufacturer's description: The low- 
volume pump oxygenator requires 
no donor blood priming. The puls- 
pirator, achieving complete bypass 
of the blood from the heart and 
lungs, permits direct-vision surgi- 
cal procedures. Other apparatus 
developed during recent years for 
such open-heart surgery rely on 
donor blood for priming—usually 
from 3 to 24 pints of fresh blood. 
This is eliminated because the 








“I’m going back to horse racing — they didn’t tell me we'd have 
to outlast Everest & Jennings chairs!” 











Everest & Jennings chairs do last. 
Their maneuverability lasts, their smooth performance 
lasts, their bright easy-to-clean beauty lasts. 
Only one thing ever changes: their economy 
becomes more apparent every year you own them. 


Specify EVEREST & JENNINGS chairs 


for your hospital 


Elevating legrest mode! has 
8” casters balance-positioned to EVEREST & JENNINGS, INC., 
compectete for weight of casts. 1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. PULSPERATOL 
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A —E59-9W-4 Electric Adjustable Height Bed 
B—3-1950 Overbed Table 
C—3-1108S Hi-Back Convalescent Easy Chair 
D—3917S Arm Chair 
E—3055 Double Chest* 
F—3002 Bedside Cabinet* 

Also available 
* M59-8FW-2 Manual Adjustable Height Bed 
* Patient Controlled Electric Spring 


. 
a SHAMPAINE $i industry 


*Designed by G. Luss of Designs for Business, Inc. 


The friendly charm of Satin Walnut creates a rich and secure 
atmosphere ...in keeping with today’s concept of patient care. 


Functional simplicity ... provides easy cleaning plus 
a trim, uncrowded look in every room. 


Carrom 3000 brings you a craftsman’s choice of Walnut 
woods, Walnut finished hardwoods, Mist White Formica and Satin 
Chrome .. . all blended into rugged, durable units. 


Trend-setting! ... with ideas and innovations you haven't seen before! 


WRITE CARROM 3000 PLANNING DIVISION FOR DETAILED INFORMATION 


arrom industries inc. 


LUDINGTON, MICHIGAN 





pulspirator is primed with one liter 
of physiologic saline solution which 
remains in the oxygenator during 
the operation as a stratum above 
the blood. No electricity is re- 
quired as it operates by oxygen 
from line pressure or cylinder and 
may be converted instantly to 
manual operation. The Foregger 
Co., Inc., Dept. H9, Roslyn Heights, 
Astin OR; 


Operating room table (10E-7) 

Manufacturer's description: This operat- 
ing room table was designed espe- 
cially for brain and heart opera- 
tions and has proved to be of value 


in the treatment of shock due to 
hemorrhage. It incorporates an air 
cooling and warming system, cov- 
ering a range of temperature from 
-10°C. to 50°C. (+14°F. to 
+122°F.). Included are removable 
plastic covers, four of which have 
shutters. The table weighs 900 lbs., 
is 85% in. long and 26 in. wide. 
Heljestrand, Auto-Hypotherm Div., 
Dept. H9, Hamngatan 7-9, Stock- 
holm, Sweden. 


Hot and cold food serving unit 
(10E-8) 

Manufacturer's description: This portable 
hot and cold serving unit was espe- 
cially designed to handle the prob- 
lem of feeding large numbers of 
persons at a distance from the food 
preparation area. Units provide 
extraordinary capacity, up to 348 
quarts of food, yet are small enough 
to be easily maneuvered by one 
operator. They are constructed of 
nickel-bearing, stainless steel, pol- 
ished to high luster satin finish. 
The body and doors are insulated 
with fiberglas, and heat is con- 


trolled by thermostat. Swartzbaugh 


Mfg., Co., Dept. H9, Murfreesboro, 


Tenn. 


Tape dispenser (10E-9) 

Manvfacturer's description: A dispenser 
package for precision-slit, pres- 
sure-sensitive tapes. All charting 
and drafting tapes, ranging in 





HM-801 
FULL BODY 


IMMERSION TANK 


“Figure 8" design per- 
mits all parts of the 
body to be reached 
from either side with- 
out entering tank, Twin 
Electric Turbine Ejec- 
tors provide double 
action hydromassage. 
Overhead hoist facili- 
tates handling of non- 


+ ent 
vP 





A DISTINGUISHED NAME 


PB-110 

PARAFFIN BATH 

(for hand, wrist, 

elbow or foot) 
Stainless steel, ther- 
mostatically controlled 
electric heating unit, 
dial thermometer. Re- 
movable stand. 


IN HYDRC- 


AND PHYSICAL THERAPY EQUIPMENT 


MA-105 
MOISTAIRE HEAT 
THERAPY UNIT 


Delivers temperature- 
controlled moist heat 
safely and effectively. 
Complete with stain- 
less steel treatment 
hood, table, latex 
foam table pad, nylon 
moistureproof curtains 
and 4-quart filling can. 


[LTE 


SB-100 
HUDGINS MOBILE 
SITZ BATH 


For postoperative rec- 
tal or postpartum care 
of the perineal area. 
Sturdy stainless steel 
and aluminum con- 
struction. Optional 
maintenance electric 
heater. 


ELECTRIC CORPORATION 
Reach Road, Williamsport, Pa. 
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THE VERDICT WAS GUILTY! 


Not even one accusing finger had been pointed at the egg... until 
Economics Laboratory found that protein-type soils were guilty of 
strangling the dish-washing operation... by producing disabling foam 
which reduces wash pressure. 

From this exclusive research discovery it followed then that Economics 
Laboratory scientists formulated Score* and Event*—two utterly new 
and different detergents—the only ones that can double dishmachine 
efficiency .. . by reducing foam. *pATENTS PENDING 


First in performance through research leadership 


ECONOMICS LABORATORY, INC, 
250 Park Avenue, New York 17, N.Y. 


Makers of Soilax and other fine cleaning products for home and institutional use 





width from 1/64 in. to 2 in., are 
individually packaged in these dis- 
pensers. The dispenser gives the 
tape maximum protection against 
dust, dirt, ashes, etc., while the 
rigid sides prevent crushing. Stor- 
ing is made easier because the flat 
sides allow stacking. Tapes can be 
identified at a glance through the 
clear plastic sides and also by a 
strip in the center. Chart-Pack, 
Inc., Dept. H9, Leeds, Mass. 


Recovery room unit (10E-10) 
Manufacturer's description: An intensive- 


care nursing and service unit for 
hospital recovery rooms has been 





bé 99 NON-IRRITATING 
° PURE CASTILE 


ENEMA SOAP 


HOSPITAL APPROVED— 
COMBATS STAPHYLOCOCCUS INFECTION 


DOUBLE WALL PLASTIC BAG 


EASY-TEAR TAB 


MEASURED DOSAGE 


NO DRIPPING 


SITS UPRIGHT 


“M-2” Enema Soap comes in handy, inexpensive, convenient, 


ready-to-use packets ... 


each measured for one adult enema. 


Dissolves instantly in water. Made of non-irritating pure 
liquid castile soap, “M-2” is protected against contamination 


by easy-to-open double-wall plastic bags . . 


. no fuss... 


no bother! For busy nurses—too busy for scrap-salvaging 
chores—‘M-2” is a prime time-saver. It’s a prime money-saver, 


too, for cost-conscious hospitals. 


Mail Coupon Today for FREE SAMPLES 


ETP prRopucts comPANy 


700 South Flower Street « 


HOSPITAL _ 


3 2. CATY 


NAME 


TITLE 





Burbank, California 








AVAILABLE FROM YOUR LOCAL JOBBER 





developed to bring all facilities for 
special nursing care to the bedside. 
Two patients can be served simul- 
taneously from the ceiling-mounted 
unit which extends to nursing level 
when needed, and telescopes above 
head level when not in use. The 
station makes it possible to bring 
all supply lines, oxygen, vacuum, 
and electricity, directly to the bed- 
side without crossing the floor. 
National Cylinder Gas Div. of 
Chemetron Corp., Dept. H9, 840 
N. Michigan, Chicago 11. 


Laboratory washer (10E-11) 

Manufacturer's description: The labora- 
tory washer is designed for thor- 
ough volume cleaning of glassware, 
containers and metalware. Com- 
bining the best features of water 
jet machines with the rapid soil 
removal advantages of spinning 
brushes, the all-stainless steel ma- 
chine has a brush section with 


seven spinning, vari-speed brushes 
and a wet-brush drill for instant 
removal of heavy soils. For re- 
moval of light soils and films and 
for rinsing, there is a 24 x 24 jet 
compartment with a 3-cycle op- 
eration to provide an automatic 
timed, detergent wash, tap water 
and distilled water rinse. The 
Southern Cross Mfg. Corp., Dept. 
H9, Chambersburg, Pa. 


Food service equipment (10E-12) 
Manufacturer's description: The stainless 
steel and laminated plastic-covered 
food service equipment was de- 
signed to satisfy the technical and 
esthetic demands of modern kitch- 
ens. Among the features of the unit 
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Like to move patients through the x-ray depart- 
ment faster . . . reduce tie-up of radiographic and 
waiting rooms... help the radiological staff handle 
increased patient load smoothly and efficiently ? 

Then investigate the new Kodak X-Omat 
Processor, M3. 

Radiologists in many of the nation’s leading 
hospitals depend upon the X-Omat system... 
dry, ready-to-read radiographs 7 minutes after 


Save Time in the X-ray Department 
with the fully automatic KODAK X-OMAT Processing System 


7-minute processing cycle and—no more wet readings! 


exposed film enters the processor and each day’s 
films ready to read the same day . . . no carry-overs! 
In fact, with the X-Omat system you have 
ample capacity to take care of tomorrow’s increas- 
ing x-ray service demands. 
Yet with all its great potential, the X-Omat 
Processor, M3, occupies less space than an ordinary 


hospital bed! 


For detailed information, consult your Kodak X-Omat Processor dealer or write: 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 
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are the flush-front construction; 
virtually indestructible, semi-con- 
cealed hinges; triple chrome-plated 
brass hardware; one-piece, all 


welded stainless steel refrigerator 
door backs. Stainless Food Equip- 
ment Co., Dept. H9, 272 New St., 
Newark 3, N.J. 





foduct Uienature 


SEE COUPON, PAGE 91 


Emergency power (10EL-1)—Infor- 
mation in this booklet concerns 
standby emergency power for hos- 
pitals, giving details on installa- 


tion and advising how to estimate 
costs and size of generator set to 
install. Allis Chalmers, Dept. HL9, 
1135 S. 70th St., Milwaukee 14. 





TIS 


AiN’T 
STERILE! 








The nice old lady who scored her pie crusts “TM” and 
“TM” (‘Tis or 'Tain’t Mince) never knew which was which. So 
it is with “homemade” petrolatum gauze...there’s always 
the question of sterility. That’s why most hospitals 
specify ‘Vaseline’ Sterile Petrolatum Gauze U.S.P. This 
label insures the absolute sterility that is difficult to attain 
in hospital-made gauze. 
Available in 6 sizes 


IN DISPOSABLE PLASTIC TUBES 
%" x 72” selvage-edged strips, 6 to box 


VASELINE STERILE 
PETROLATUM GAUZE 
TIS 
STERILE! 


IN HEAT-SEALED FOIL ENVELOPES 
3” x 3” pads, open to 3” x 9” strips, 6 to box 
1” x 36” strips, 6 to box 
3” x 18” strips, 6 to box 
3” x 36” strips, 6 to box 
6” x 36” strips, 6 to box 


PROFESSIONAL PRODUCTS DIVISION 
Chesebrough-Pond’s Inc., New York 17, N. Y. 





Anatomical diagrams (10EL-2)— 
This catalogue illustrates anatomi- 
cal diagrams of 250 different body 
areas and organs with parts rela- 
tionships. Each diagram is availa- 
ble in rubber stamp form, adhesive 
backed labels, charts and projec- 
tion slides. Ask for Booklet 54. 
United Surgical Supplies Co., Inc., 
Dept. HL9, 154 Midland Ave., Port 
Chester, N.Y. 


Sterilization agent (10EL-3)—A bro- 
chure giving complete information 
on a cold sterilization agent. Davol 
Rubber Co., Dept. HL9, 69 Point 
St., Providence 2, R.I. 


Stainless steel equipment (10EL-4) 
—A handbook telling how to take 
care of stainless steel hospital 
equipment. Crucible Steel Co. of 
America, Dept. HL9, P.O. Box 
2518, Pittsburgh 30. 


Fire protection equipment (10EL-5) 
—Specifications, descriptions and 
illustrations are supplied in a pub- 
lication about all types of fire pro- 
tection equipment. American La 
France, Div. of Sterling Precision 
Corp., Dept. HL9, 100 E. LaFrance 
St., Elmira, N.Y. 


Antiseptic skin detergent (10EL-6)— 
A research bulletin on an antiseptic 
skin detergent for surgical scrub- 
up is available. Huntington Lab- 
oratories, Inc., Dept. HL9, Hunt- 
ington, Ind. 

Operating room storage (10EL-7)— 
Operating room storage boxes, 
racks and canvas sterilizing rolls 
for various instruments are pic- 
tured in this booklet, along with 
other information and techniques 
for storing items. Zimmer Mfg. Co., 
Dept. HL9, N. Detroit St., Warsaw, 
Ind. 


Air Control (10EL-8)—The subject 
of this booklet is the importance of 
purity of air in control of spread 
of infection in hospitals, treated 
in question and answer form. Sur- 
face Combustion, Div. of Midland- 
Ross Corp., Dept. HL9, 2375 Dorr 
St., Toledo 1. 


Bandaging procedures (10EL-9)—A 
16-page booklet on bandaging 
procedures, with descriptions in 
detail, and with diagrams for 
bandaging in orthopedics, surgery, 
neurosurgery and podiatry. Gen- 
eral Bandages, Inc., Dept. HL9, 
8300 Lehigh Ave., Morton Grove, 
Iu. 
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Greater promise for survival 


within the “protective shell” 


of the ISOLETTE® 


ef 


2 


The ISOLETTE® insures every advantage for survival. 


Maximum protection for the tiniest infant requires 
strict isolation and precise control of the incubator 
environment. The IsoLeTTE® Infant Incubator alone 
provides these essentials through “well regulated 
warmth and humidity and economical oxygen con- 
centrations in a convenient working area for nurse 
and doctor . . . The isolation of the patient from his 
neighbors and from the contaminated or ailing doc- 
tor Or nurse is an additional safeguard. Intravenous 
cutdowns, weighings, spinal taps and other proce- 
dures are all possible within its protective shell.’””! 

For absolute isolation, fresh, pathogen-free, circu- 
lating outside air is made available only by the 
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IsoLETTE. When nursery air must be used, addition of 
the new MIcCRO-FILTER to the ISOLETTE incubator pro- 
vides pathogen-filtered air by removing all air-borne 
contaminants down to 0.5 micron in size. Moreover, 
**.,.a humidity of 80 to 90 percent can be obtained 
only in incubators with forced ventilation (e. g., the 
ISOLETTE).””2 

For additional information about the IsoLeTre, 
write to Air-SHIELDS, INc., Hatboro, Pa. or phone us 
collect from any point in the U.S.A. (OSborne 5-5200). 


1. Lynn, H.B.: Postgrad. Med., 22:429, 1957. 
2. Dancis, J.: Postgrad. Med., 22:194, 1957. 


/ AIR-SHIELDS, we J A 


Hatboro, Pa., U.S.A. 








Research and engineering to serve medicine throughout the world. 
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Best f 


Or the short hall. Or any hall or floor area 
that must be mopped regularly. A Geerpres 
outfit is never depressed by the size of the job 
it has to do. 

Electroplated wringers apply the uniform 
pressure of staggered tooth gear design; 
wring mops drier, easier and faster. Water is 
forced downward, back into buckets that 
have been hot-dip galvanized after fabrica- 








or the Long Hall! 


tion to give that extra bonus of longer service 
life. A sturdy ball bearing, rubber wheeled 
chassis gives you a floor mopping outfit that 
goes wherever it is needed, smoothly and 
quietly. And it helps make a floor come 
cleaner faster as it goes. 

Make halls shorter, rooms smaller—at least 
when it’s time to clean the floors. Put a Geer- 
pres mopping outfit to work today! 


WRINGER, INC. 


> GEERPRE 


P. 0. BOX 658, MUSKEGON, MICH. 
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HOW MANY CLOSETS? 
HOW MANY CARTS? 


by HELEN K. JOHNSON 


ges | Bowe po they do here at 
Menninger’s, let the house- 
keeping department design all their 
buildings?” “Look at the size of 
these janitor’s closets and how 
conveniently they are located.” 
These comments are typical of 
those made by salesmen, visitors 
and friends as they look at the 
floor plans of our adult and chil- 
dren’s hospitals—the latter just 
now under construction. They seem 
amazed that so much care and 
thought has gone into planning 
the facilities for the housekeeping 
services. Our secret, if it can be 
called a secret, is this: In the con- 
struction or remodeling of all our 
buildings, the executive housekeep- 
er—along with other department 
heads—is made a member of the 
planning committee, from the time 
of the first working drawings to the 
approval of the final blueprints. 
Housekeeping involves all areas 
of the hospital. Since 90 to 95 per 
cent of the housekeeping budget 
is spent for labor, the housekeep- 
ing employee’s labor is not efficient 
if he is spending his time trans- 
porting equipment from one floor 
to another or traveling all over 


Helen K. Johnson is_ executive house- 
keeper, the Menninger Foundation, Tope- 
ka, Kan. 
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houscheaping 


If she is consulted 


in the early blueprint 


stages, the housekeeper 


ean give valuable 


help in planning physical 





New buildings are products of col- 
lective planning, the author states, 
which means that all department heads 
should be members of the planning 
committee. The author describes par- 
ticularly the role of the executive 
housekeeper on the planning commit- 
tee, with specific suggestions about 
how she can improve housekeeping 
facilities’ design and location. 





the hospital for supplies. Too 
often, housekeeping facilities are 
squeezed into any available small 
space, at the end of a corridor, 
under stairs or in the basement, 
where they are both inconvenient 
and inadequate for economical op- 
eration, 


SUPERVISORS REVIEW PLANS 


At the Menninger Foundation, 
each department head has an op- 
portunity to familiarize himself 
with building plans as they pro- 
gress. After the preliminary blue- 
prints have been prepared by the 
architect, blue line copies of these 
prints are sent to each department 
head for study and suggestions. 

After department heads have 
returned their copies of the plans 
with their suggestions and criti- 
cisms, a revised set is prepared. 
When a final floor plan has been 


needs of the department 


approved, department heads are 
asked to detail the specifications 
for the facilities of their own de- 
partments. For the housekeeping 
department, the housekeeper de- 
tails specifications for the height 
and depth of shelving, for electri- 
cal outlets for power equipment, 
cabinet or door locks (if desired) 
for storage areas, window washing 
safety devices, racks for hanging 
cleaning tools, etc. 

For example, heavy 5-gallon 
cans need an 18-inch clearance, 
if they are to be lifted onto a 
shelf. Gallon jugs are 12 inches 
high, but need only a 13-inch shelf 
to allow for clearance. Actually 
planning what will be stored in the 
storage area and carefully detail- 
ing the specifications for the stor- 
age area will increase space utili- 
zation after the building is built. 
The housekeeper also makes sug- 
gestions for floor coverings, coun- 
ter tops, draperies and drapery 
rods, wainscoting, stair treads and, 
later, suggestions for furniture and 
accessories. 


COLLECTIVE PLANNING NEEDED 


At the Foundation, we have 
found that by working together, 
each department head can better 
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Fig. 1—Lower level, Children’s Psychiatric Hospital, the Menninger Foundation, Topeka, Kan. 


understand the problems of the 
others. New buildings are products 
of collective planning, and should 
any of us be required to sacrifice 
space or location, we know the 
reasons for the decision. By being 
given the opportunity to familiar- 
ize herself with the buildings as 
they are being planned and know- 
ing the decisions that are made 
about the installation of any new 
materials (such as new types of 
floor covering, acoustical tile, wood 
finishes, or drapery fabrics), the 
executive housekeeper has time 
for research on maintenance of the 
material before the building is 
completed. 

One of the first things the house- 
keeper tries to determine is the 
number of people needed to serv- 
ice the proposed new building. Is 
a maid cart needed for each em- 
ployee? If so, is there enough space 
for storing these carts? How many 
power machines will be needed for 
scrubbing, waxing and cleaning? 
Is there adequate storage space for 
them? How many mop sinks should 
there be? Are the janitor and linen 
storage closets located where they 
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will be easy to supply and con- 
venient to use? 


JANITOR, LINEN CLOSET DESIGN 


If possible, a main janitor closet 
should be located centrally on each 
floor of a hospital building. It 
should be large enough to store 
everyday cleaning equipment and 
enough paper goods and cleaning 
supplies to last at least a week. 
It should contain a mop sink with 
a mixing faucet and an attached 
flexible tube or hose. If the cor- 
ridors are long, an additional, small 
janitor closet should be located 
near the end of the corridor, as a 
second source of water and emer- 
gency supplies. 

In our hospital, the housekeep- 
ing department takes care of lin- 
ens. We have found that our linen 
storage closets operate more effec- 
tively if we have permanent shelv- 
ing on only one end of the linen 
room and use portable shelf carts 
which can be loaded in the laun- 
dry, transported to the linen closet, 
and traded out—the empty cart 
being taken back to the laundry. 
We built our main linen closets 


to accommodate a number of these 
shelf carts. Linen closets that hold 
one portable shelf cart are placed 
at intervals along the corridors. 
These carts, too, are traded out 
once a day. 


PLANNING FOR CHILDREN’S HOSPITAL 


The Menninger Foundation is 
building a children’s psychiatric 
hospital composed of three build- 
ings—two hospital buildings and 
one school-adjunctive therapy 
building. One of these is a 30-bed 
hospital building that will house 
children from 5 to 12 years of age. 
It also contains offices, treatment 
rooms, a kitchen and service areas. 
It was decided that housekeeping 
personnel would make all beds and 
clean all areas except the mechan- 
ical equipment room and the stor- 
age areas. 

Knowing that one employee can 
clean a larger area if it can be 
cleaned when it is unoccupied, we 
plan to do as much cleaning At 
night as possible. The entire build- 
ing will contain slightly more than 
32,000 sq. ft. of floor space. Elimi- 
nating the areas not to be cleaned 
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Fig. 2—Upper level, Children’s Psychiatric Hospital, the Menninger Foundation, Topeka, Kan. 


leaves 27,000 sq. ft. to be cleaned 
daily. The office wing, service 
areas, living and dining rooms, 
kitchen and all rooms on the lower 
level can be cleaned at night. The 
lower level areas (see Fig. 1) will 
be used for supervised play and 
the rooms will be relatively free 
from obstructions (furniture and 
fixtures). 


SETTING CLEANING STANDARDS 


The standard of cleaning re- 
quired for the lower level areas 
will be lower than the standard to 
be maintained on the top level (see 
Fig. 2). One small janitor closet 
with mop sink on the lower level 
will provide adequate storage 
space for the supplies and equip- 
ment needed there. The top level 
areas to be cleaned at night will 
require a high standard of cleaning 
and, in order to save transporta- 
tion time from the central janitor 
closet to the area, we plan to use 
one janitor cart. Two janitors 
should be able to clean these areas. 

In the patient areas, all rooms 
and corridors will be cleaned dur- 
ing the day. The patient areas in- 
clude approximately 9500 sq. ft. of 
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floor space. From past experience, 
we know that one maid should be 
able to clean about 4000 sq. ft. of 
vinyl tile floor, make at least 12 
beds and clean all rooms in the 
4000 sq. ft. area (especiaily when 
the building is new). We estimate 
that the work equivalent of 2% 
maids will be needed to clean this 
area. It is better to staff the area 
with as few persons as possible at 
the start, and add to the number 
if necessary, rather than to over- 
staff and later have to release 
someone, or let the employees de- 
velop poor work habits because of 
not having enough work to keep 
them busy. 

In estimating the space require- 
ments for a central janitor closet 
in the new building, if enough 
space is available we want to use 
a total of four carts, one for the 
night janitor and three for the day 
maids. Later, we may find we need 
to let the night employee use one 
of the day maid carts. We want to 
use carts in this building because 
the planned location of the central 
janitor closet would require pass- 
ing through the combined living 
and dining room area to reach the 


right wing and walking through a 
relatively long corridor from both 
of the bed areas to the soiled linen 
room and the trash room. 

The carts we plan to use are 54 
in. long, 20 in. wide and 41 in. 
high, so we will need a space 7 
by 5 ft. just to store four carts. 
We need floor space to store two 
mop bucket outfits, since with 
small children it is possible that 
we might need mop buckets in 
both wings at the same time. We 
anticipate that one floor scrubbing 
machine will be enough to take 
care of all machine scrubbing in 
this building, since we do not need 
to maintain a high standard of 
cleaning on any floors of the lower 
level. Shelves can be built on the 
wall above the carts for bulk sup- 
plies of toilet paper, paper towels, 
hand soap and other housekeeping 
supplies. We conclude then that, 
ideally, the janitor closet should 
contain approximately 100 sq. ft. 
The minimum space to operate 
economically would be around 84 
sq. ft. and the absolute minimum 
to store housekeeping tools and 
supplies would be 70 sq. ft. . 
(Notes and Comment on page 104) 
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\NOTES AND COMMENT 


Imagination produces new housekeeping aid 


by LUCILLE N. HALL 


HE HOUSEKEEPING division at 
Veterans Administration Hos- 
pital, Hines, Ill., has a tremendous 
job of housekeeping to perform. A 
staff of 200 housekeeping em- 
ployees, in this general medical 
and surgical hospital of 2100 beds, 
must establish and maintain clean 
and sanitary conditions in 55 
buildings which contain 35 miles 
of corridors. Eleven-foot ceilings 
and eight-foot windows make this 
a formidable task. Compounding 
the job are the stairwells between 
floors, which have from 22 to 28 
steps. 
Since the housekeeping division 


Lucille N. Hall is chief, Housekeeping 
Division, Veterans Administration Hospi- 
tal, Hines, Ml. 


04 


is responsible for servicing an area 
of approximately 1.3 million square 
feet, and since one-fourth of the 
employees are off duty Monday 
through Friday, with a minimal 
staff on duty Saturday and Sun- 
day, it became of paramount im- 
portance to initiate methods im- 
provements that would save man 
hours, improve work performance 
and be acceptable to housekeeping 
personnel. 

In addition, the great stress on 
safety and accident prevention by 
the administration, and the lack of 
adequate storage space in the hos- 
pital, meant that the housekeeping 
division had to eliminate the use 
of ladders from cleaning proce- 
dures. 


Therefore, a cleaning appliance 
with the following characteristics 
was required: (1) lightness, (2) 
maneuverability, (3) a washable 
mop head and (4) interchangeable 
parts. Other requirements of this 
cleaning aid were that it be easily 
assembled and stored and be capa- 
ble of washing windows, cleaning 
high transoms, clocks, light fix- 
tures, high overhead pipes and re- 
moving cobwebs—and do all this 
with the maid or janitor standing 
on the floor. If the appliance was 
too heavy or unwieldy, the em- 
ployee would tire easily and the 
threefold purpose of economizing 
labor, increasing efficiency and eli- 
minating ladders would be de- 
feated. 

This item could not be manu- 
factured in the hospital, so a firm 
specializing in maintenance and 
sanitation equipment was called 
for assistance. After many trials 
and errors, the “Dustmaster” was 
produced.* 

The design combined four- and 
two-foot hollow, aluminum, ex- 
tension tubes with a special ratchet 
to place the mop at any angle and 
a universal joint which permits 
the mop head to swivel freely. The 
washable dry mops are 12 inches 
long and are laundered with a 
special dust repellent, which makes 
this, in effect, a damp dusting tech- 
nique. The “Dustmaster” has an 
assembly to wash windows, re- 
move light bulbs, wash walls, clean 
and wax floors and sponge rugs. 

The device was carefully tested 
on the training wards and evalu- 
ated. The maids and janitors liked 
its lightness and maneuverability. 
They also appreciated its versa- 
tility and were pleased that they 
did not have to climb up and down 
ladders to clean high objects and 
surfaces. They were also glad to 
be saved from the unnecessary fa- 
tigue caused by carrying ladders 
for long distances in order to com- 
plete their cleaning assignments. 

Use of the ‘“‘Dustmaster” has en- 
abled the housekeeping staff to 
accomplish its threefold purpose of 
economizing labor, increasing ef- 
ficiency and eliminating ladders. 
The most important feature, per- 
haps, is that using this device has 
removed the safety hazard inherent 
in the use of ladders. Ld 


*The name was furnished by the author. 
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mild enough for a baby’s skin... 
so right for any patient’s skin! 


—one reason why Ivory is by far the leading soap in hospitals everywhere! 
Your patients deserve the best of care. Pure, mild Ivory Soap a a a 


is the mildest washing care a patient can have . . . mild 

enough even for a baby’s sensitive skin. It’s refreshing, clean | V O RY 
smelling and cleanses gently. To maintain a high standard of 

quality, Ivory Soap must pass 233 laboratory and scientific Soap/ 
tests. And today more doctors recommend Ivory than any 

other soap. It’s the leading soap in hospitals everywhere. If | 
you are not now using Ivory in your institution, give it a trial place 8 esi: 
soon. Ivory will quickly win your confidence, too! 99*4/100% pure® . . . it floats 
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book neviews 


Rise of the organization 


MopERN ORGANIZATION THEORY. Ma- 
son Haire, ed. New York, Wiley, 
1959. 324 pp. $7.75. 

Where does research stand in the 
study of organizations? What have 
been the results of studying or- 
ganizations during the 1950's? 
Modern Organization Theory is a 
compilation of papers read at a 
symposium held by the Foundation 
for Research on Human Behavior 
at Ann Arbor, Mich., in February 
1959. The aim of the symposium 
was to present the most recent 
thinking on the subject that has 
developed from many different in- 
vestigations. 

Most of the well-known names 
in organization theory—Bakke, 
Cyert, March, Rapoport, Argyris, 
Whyte, Likert, Cartwright—have 
contributed papers that in essence 
are a summary of their current 
thinking developed over the past 
decade. Some are papers on de- 
cision processes, others are con- 
cerned with the motivation of hu- 
man beings. A few are concerned 
with the concept of the social or- 
ganization, and still others with 
communication theory. 

This book is not recommended 
for reading by the hospital execu- 
tive who is looking for a ready 
answer to his problems. The con- 
cepts discussed in the book are 
sophisticated, the terminology dif- 
ficult, and the relevance to opera- 
tional situations is in many cases 
difficult to perceive. It is recom- 
mended reading for those in the 
hospital field who have not been 
aware of the tremendous develop- 
ment of research in the field of 
organization during the 1950’s. It is 
an excellent book for learning 
where organization research now 
stands. One is impressed with the 
tremendous divergency of methods 
used in attempting to analyze or- 
ganizations. On the other hand, it 
is disturbing to discover that there 
have been no research methods 
developed to explain the more com- 
plex parts and actions of organiza- 
tions. Higher levels of the organi- 
zation have been too long ignored 
in research studies. The papers in 
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this volume indicate an awareness 
of such a need; if the next decade is 
as successful as the one just past, 
new dimensions of understanding 
should develop. It should be noted 
that the bibliography at the end of 
each chapter is a rather complete 
summary of the best papers written 
in the past ten years.—EVERETT 
A. JOHNSON, administrator, Meth- 
odist Hospital of Gary, (Ind.). 


Law for physicians 


THE Law oF MEDICAL PRACTICE. Burke 
Shartel and Marcus L. Plant. 
Springfield, Ill., Thomas, 1959. 445 
pp. $12.50. 

The authors have undertaken, 
and achieved with considerable 
success, the ambitious objective of 
telling the practicing physician 
what he ought to know about the 
law applicable to his professional 
life. The writing is clear and non- 
technical, and is enlivened with 
accounts of actual cases. A brief 
exposition of the legal process lays 
bare some of the law’s professional 
mysteries. 

The authors have not shunned 
controversial topics and in a few 
instances have frankly espoused 
unorthodoxy. In touching on major 
economic issues, however, they 
may be vulnerable to the charge 
of presenting the arguments of 
organized medicine both more 
sympathetically and more vigor- 
ously than the countervailing con- 
siderations. 

Coverage of subject matter is 
comprehensive in scope but uneven 
in depth. The book’s usefulness to 
hospital personnel—even to medi- 
cal staff members—suffers from 
inadequate treatment of several 
common problems. Disclosure of 
confidential information is dis- 
cussed without mention of third- 
party payors. Corporate practice 
receives scant attention. Most seri- 
ous from the hospitals’ standpoint, 
the treatment of hospital privileges 
overlooks the functions of the med- 
ical staff in the selection and dis- 
cipline of its own membership 
and lacks the perspective afforded 
by an understanding of quality 


also: 
Law for physicians 
Mental patient statistics 


standards and the legal problems 
incidental to their enforcement. 
—ALANSON W. WILLCOX, general 
counsel, American Hospital As- 
sociation. 


Mental patient statistics 


PATTERNS OF RETENTION, RELEASE, AND 
DEATH OF FIRST ADMISSIONS TO 
STATE MENTAL Hospira.ts. Earl S. 
Pollack and others. Washington, 
Government Printing Office, 1959. 
53 pp. 40 cents (U.S. Public Health 
Service Publication No. 672). 
Approximately 16 pages of this 

53-page monograph are devoted to 

a discussion of methodology, objec- 

tives, interpretation, and conclu- 

sions. The remainder of the mono- 
graph consists of tables, graphs, 
and appendices. 

Statistics included cover reports 
from 11 state hospital systems for 
a period of one year (1954). Es- 
sentially, they tell the story of 
what happens to first admissions 
during a 12-month period: terms 
of retention, release, and death for 
each of the 11 states reporting. 

It is emphasized that this report 
cannot be used to compare thera- 
peutic efficiency of the various 
state systems involved. For ex- 
ample, New York spent almost 
twice as much per patient, yet re- 
leased only 40 per cent within a 
year. Louisiana, on the other hand, 
released about 70 per cent within a 
year. 

Unfortunately, the conclusions 
are more valuable from a negative 
standpoint rather than from a 
positive one. A need for more care- 
ful interpretation of interstate 
differences rather than giving only 
the traditional comparison of men- 
tal hospital release rates is indi- 
cated. 

This monograph may be of in- 
terest to state hospital administra- 
tors, but perhaps of even more in- 
terest to sociologists concerned 
with assessing the relationship be- 
tween state hospitals and their 
social and political milieu.—E. P. 
PETERSON, M.D., clinical director, 
Eastern State Hospital, Medical 
Lake, Wash. 
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DEKNATEL 
SUTURES 


A significant advance in the 
evolution of needles, the 
Deknatel ‘K’ Needle is neither 
cutting nor taper—but an all- 
purpose combination of both. 
Starting as an extremely sharp 
penetrating point, it continues 
as a taper with no cutting 
sides. There is no danger of 
cutting in, out, or laterally. 


The Deknatel ‘K’ Needle mini- 
mizes or eliminates needle 
bending...gives maximum 
stability in the needle holder 
...unusual ease of passage 
through toughest tissue... 
extremely fine pickup... finest 
approximation of wounds...no 
need to change from cutting 
to taper or vice versa. 


The Deknatel ‘K’ Needle and 
all other types of needles and 
sutures are available in the 
Deknatel Plastic Pak. Stored in 
formaldehyde with fluorescein 
dye added, only the Deknatel 
Plastic Pak gives direct visual 
assurance of sterility—the 
same foolproof safeguard 
known with glass tubes. For 
samples, write— 


DEKNATEL 


96-54 222 Street, Queens Village 29, W.Y. 


personnel changes 


@ John H. Beddow has been appoint- 
ed executive director of Jewish 
Chronic Disease Hospital, Brook- 
lyn, N.Y. He was formerly ad- 
ministrative vice president and 
general manager of the Middlesex 
General Hospital, New Brunswick, 
N.J. 


® Richard F. Binnig has been ap- 





pointed assistant director of Grace- 
New Haven Community Hospital, 
New Haven, Conn. He was former- 
ly assistant administrator of Ball 
Memorial Hospital, Muncie, Ind. 
Mr. Binnig is a graduate of the 
Northwestern University program 
in hospital administration. 


@ Mary Ruth Bruenig has been ap- 





new film available...~ 
shows technic for isolating the operative 
patient’s own skin in a wide variety of surgi 
procedures...a practical aid to Pont 0 


Color 
Sound 

17 minutes 
16 mm. 


This film demonstrates 

both the concept and 
the means of achieving 
more stringent asepsis. 


Suitable for all groups: 
O.R. nurses, interns, 
residents, complete 
surgical staff, hospital 
staff, Infections 
Control 

Committees. 


Premiered on the 

scientific program of the 

Clinical Meeting of the 

American Medical Association, December, 
1959. Approved for inclusion on 

the American College of Surgeons’ 

list of approved films, 


To schedule a showing, send requests to the Aeroplast Corporation, Station A—Box 1, 
Dayton 3, Ohio. Please mention a preferred and an alternate date. Would you also like 
to show a 16 mm., color and sound, film on the use of spray-on plastic surgical dressing? 
This is available for showing with the above film, or separately, if you prefer. 
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pointed administrator of Arlington 
(Tex.) Memorial Hospital. She 
was formerly acting administrator 
of the hospital. Mrs. Bruenig suc- 
ceeds Alma Webb who resigned. 


@ Keith E. Calvert has been appointed 
administrator of Okfuskee Me- 
morial Hospital, Okemah, Okla., 
succeeding Leon Gordon who re- 
signed to accept the position of 
administrator of McCurtain Me- 
morial Hospital, Idabel, Okla. Mr. 
Calvert was formerly chief medical 
technologist at Municipal Hospital, 
Stillwater, Okla. 


@ Comdr. A. P. Chartier, MSC, USN, has 
been appointed administrative of- 
ficer and aide to 
the commanding 
officer of the 
National Naval 
Medical Center, 
Bethesda, Md. 
He succeeds lt. 
R. J. Hanavan, MSC, 
USN. 

Comdr. Char- 
tier was former- 
ly executive 
assistant for ad- 
ministration to the commanding 
officer of the U. S. Naval Hospital 
at the medical center. 

Lt. Hanavan has been assigned 
as administrative assistant to the 
senior medical officer, U.S. Naval 
Shipyard, Pearl Harbor, Hawaii. 


COMDR. CHARTIER 


@ Lawrence C. Davis Jr., has been ap- 
pointed assistant administrator of 
Hackensack (N.J.) Hospital. He 
was formerly administrative as- 
sistant at that hospital. Mr. Davis 
is a graduate of the Northwestern 
University program in hospital ad- 
ministration. 


@ Paul F. Detrick has been appointed 
administrator of Christian Hospi- 
tal, St. Louis. He has been a hos- 
pital consultant since 1959, and 
prior to that time was administra- 
tor of Freeman Hospital, Joplin, 
Mo. Mr. Detrick is a graduate of 
the Northwestern University pro- 
gram in hospital administration. 


@ John M. Duggan has been ap- 
pointed administrator of Astoria 
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(L.L, N.Y.) General Hospital. He 
was formerly assistant administra- 
tor of Misericordia Hospital in the 
Bronx, N.Y., as well as assistant 
director of planning for the hospi- 
tal in its move from Manhattan to 
the Bronx. 


@ Leon Gordon (see Keith E. Calvert 
item). 


@ Lt. R. J. Hanavan, MSC, USN (see 
Comdr. A. P. Chartier item). 


@ Robert R. Hencye has been ap- 
pointed administrator of Delta 
(Colo.) Memorial Hospital. He was 
formerly assistant administrator of 
Montrose (Colo.) Memorial Hos- 
pital. 


@ Asahel H. Jeffers has been appoint- 
ed administrator of Lawrence 
County Hospital, Lawrenceburg, 
Tenn. He was formerly administra- 
tor of Bacon County Hospital, 
Alma, Ga. Mr. Jeffers is a graduate 
of the Georgia State College pro- 
gram in hospital administration. 
He succeeds John A. Maloney who has 
been appointed administrator of 
Morristown-Hamblen Hospital, 
Morristown, Tenn. Mr. Maloney is 
also a graduate of the Georgia 
State College program in hospital 
administration, and succeeds Wil- 
liam G. Messer. 


@ Dean E. Leiser and Jack C. Robinette 
have been appointed assistant ad- 
ministrators of Ohio State Univer- 
sity Health Center, Columbus. Both 
are graduates of the University of 
Chicago program in hospital ad- 
ministration and were formerly 
administrative assistants at the 
center. 


@ John A. Maloney (see Asahel H. 
Jeffers item). 


@ Helen J. Mapps has been appointed 
administrator of Monte Vista 
(Colo.) Community Hospital. Miss 
Mapps was administrator of the St. 
Vrain Hospital Association, Long- 
mont, Colo., for approximately 11 
years, until the institution closed. 
Miss Mapps is a_ graduate of 
Colorado State College, Ft. Collins, 
Colo. 


@ William G. Messer (see Asahel H. 
Jeffers item). 


@ Roy F. Myers has been appointed 
administrator of General Hospital, 
Greenville, Miss. Having joined 
that institution in 1956, he served 
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in turn as business manager, assist- 
ant administrator, and acting ad- 
ministrator. Mr. Myers holds a B.S. 
degree in accounting from New 
York University. 


@ Jack C. Robinette (see Dean E. 
Leiser item). 


@ Alma Webb Ruth 


Bruenig item). 


(see Mary 


@ Byron N. Whitford has been ap- 
pointed director of Doctors Hospi- 
tal, Michigan City, Ind. He was 


formerly an administrative assist- 
ant at Clarkson Hospital, Omaha, 
Nebr., and administrator of Doc- 
tors Hospital, Omaha. Mr. Whitford 
is a graduate of Washington Uni- 
versity, St. Louis. 


Deaths 


Mabel Selin, R.N., administrator of 
Hardin Memorial Hospital, Ken- 
ton, Ohio, died February 23. Miss 
Selin had served as a hospital ad- 
ministrator in northwestern Ohio 
for 25 years. 
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Hand-hole type Baby Incubator 


The Armstrong H-H is a LARGE incubator 
equipped with a 40% oxygen nebulizer. 
The price is LOW—the FEATURES are 
MANY. They include: 


4-compartment mobile 
cabinet 


40% oxygen limiting 
valve 

3-stage humidity 
reservoir 
slide-opening for 
tube-feeding 
emergency opening 
top-lid—safety glass 
clear plexiglas ends 
and sides 

foam mattress with 
plastic cover 

2 pre-shrunk weighing 
hammocks 





large enough for 
a 25-inch baby 


Write, wire or phone us collect for complete details 


The Gordon Armstrong Co., Inc. 





514 BULKLEY BLDG. 
CLEVELAND 15, OHIO 
CHerry 1-8345 








Armstrong Incubators are available in Canada from Ingram and Bell, Toronto, Ontario 
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with soft new MATEX gloves 


—even a polka wouldn't trre fingers 


You can now practically eliminate 
hand fatigue, even during protracted 
surgery, with new MATEX surgeons’ 
gloves. 


Because all MATEX gloves are now 
made with an improved latex com- 
pound, they are far softer . .. more 
flexible . . . gently yielding to move- 
ment. Fingers are more comfortable, 
less easily tired. 


New MATEX surgeons’ gloves not 
only offer this remarkable softness, 
they also provide usual MATEX long 
life and extreme sensitivity. 


Your dealer will be glad to let you try 
new MATEX gloves. Available in 
white and brown latex, in snug-fit 
rolled wrists or color-banded. 


THE MASSILLON RUBBER COMPANY 
Massillon, Ohio 
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Aged Health Care Issue Nears Climax 


Congress this month entered its final weeks of 
decisions on many health and hospital bills. A major 
item still unresolved was the program of health care 
for aged persons. Key members of the House and 
Senate anticipated that the issue may finally be put 
to a show-down vote this month in the House Ways 
and Means Committee. . 

It appeared possible that democratic leaders would 
succeed in putting through the committee some com- 
promise plan giving the aged a choice between higher 
cash benefits and hospitalization insurance under the 
social security program. 

Benefits might be limited to persons 72 years of 
age or older in order to hold to a maximum of $12 
a year the boost in combined employer-employee 
payroll taxes required to finance the program. The 
administration opposed this approach. Both demo- 
cratic majority leader Sen. Lyndon Johnson (D-Tex.) 
and President Eisenhower went on record as favoring 


some kind of federal program to aid the aged in pay- 
ing their health bills. 

The President said at an April press conference 
that he was preparing a message for Congress which 
would include a bill on health care for the aged. The 
only thing to which he said he was “utterly opposed” 
was the use of “ ... compulsory insurance in this 
field and placing the matter in the OASI by adding 
on a half per cent of taxes .... ” 

Senator Johnson promised in two recent speeches 
to put a democratic proposal on the President’s desk 
before Congress adjourned. 


Hearings Held on Practical Nurse Legislation 


Congress has taken the first steps in the legislative 
process to extend for another four years federal aid 
to practical nurse education. 

Hearings were held in late April on identical bills 
sponsored by Sen. Lister Hill (D-Ala.), chairman of 
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SURGICAL BLADES ARE SHARPER ! 


TRY THEM AT OUR RISK! 
If you are paying ‘‘premium'' 
prices for ‘‘name brand'' biades, 

for us by one of the nation's best 

known manufacturers—identical in 

Only the name and price are dif- 

ferent. All numbers available—in 

envelopes or rack-pack. Order a 

gross today, try them. If you are 

not satisfied send the rest back— 

Priced at $15.00 per single gross. 

IN 50-GROSS LOTS 
IN STERILE, STAINLESS-STEEL, ALSO 
(at slightly higher prices) 
guaranteed sterile. These new, sterile blades are made of stainless-steel, a new 
type that keeps an edge as well as the ordinary, carbon steel blades that you 
have been using. Slightly higher in price than ordinary carbon steel. Let us 
WOCHER’S 
Complete Hospital Supply 

609 College St. Cincinnati 2, O. 


quality to his higher-priced brand. 


try our KEEN-EDGE. They are made 

the trial has cost you nothing. 
Now you can use ‘‘KEEN-EDGE"’ blades just as they come from the package— 
quote. Each lot of blades is given bacteriologic tests to insure perfect sterility. 
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These Little Rays of Sunshine | 
Can Perk Up Appetites! i 
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Here’s psychology on a toothpick! DON cheerful 
“Eye-Catchers” stuck into the food add a touch of 
gayety to banish the gloom some patients have, espe- 
cially at meal time. They lead to smiles — conversa- 
tion — better appetites. Equally as effective on adults // 
as on children. Add glamour to a tray — and good / 
will toward your institution. 

These cute little parasols, flags and other gadgets 
are among the many items shown in the new DON 
catalog. 


Free assortment of samples; write Dept. 7, or 
ask your DON salesman about the “Eye-Catchers." 


—— 
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Do you call 
your ACA 
COLLECTOR? 


Why not try it? Find out how you can make 
your hospital’s bill collecting chore an auto- 
matic function. 

Your ACA collector can set up a schedule 
that smoothly and regularly picks up your 
overdue bills and returns them in cash. If he 
collects nothing, you pay nothing. But remem- 
ber that he is a professional—skilled, tactful 
and efficient in his work. 

ACA offices serve 8000 communities in all 
50 states, Canada and some foreign countries. 
Look for the name of your nearby ACA 
collector in the Yellow Pages— or write to the 


address below for information. 


AMERICAN 
COLLECTORS 
ASSOCIATION, inc. 


5011 Ewing Ave. So. e Minneapolis 10, Minn. 
An International Association of Collection Specialists 
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the Senate Labor and Public Welfare Committee and 
Rep. Carl Elliott (D-Ala.), chairman of the Special 
Education Subcommittee of the House Education and 
Labor Committee. 

The bills not only extend authority for the federal 
program beyond its 1961 expiration date, but also 
remove from the law a restriction that federal funds 
be used only to “extend and improve” state practical 
nurse training. With the restriction removed, states 
could use federal money also for their older, already 
established programs. 

At the opening session of the house subcommittee 
hearings a statement sent by Donald G. Harms, 
president of the Alabama Hospital Association was 
heard. In it Mr. Harms endorsed the extension and 
noted that “the shortage of trained personnel to pro- 
vide nursing service is increasing each year”. 

Elizabeth E. Kerr, a representative of the American 
Vocational Association, reported to the subcommittee 
that of 632 approved schools for practical nurse 
training 432 now receive federal support. Miss Kerr 
said, “It will be necessary not only to maintain the 
existing programs but to enlarge these when possible 
and establish additional practical nurse training 
programs.” 

The Administration this year withdrew its earlier 
suggestion that federal financial aid to practical nurse 
training be tapered off. The Eisenhower budget for 
fiscal 1961 requested $4 million in federal funds, the 
same as the 1960 appropriation. 


Minimum Wage Bill Interpreted to Exclude 
Charitable Organizations 


Legislative proposals to extend minimum wage 
coverage are being scaled down. 

A bill sponsored by Sen. John F. Kennedy (D- 
Mass.), chairman of the Labor Subcommittee of the 
Senate Labor and Public Welfare Committee, has 
been interpreted by the U.S. Department of Labor 
as not affecting nonprofit or charitable organizations 
since they are not engaged in common business. 

The Kennedy bill to raise minimum wages from 
$1 to $1.25 per hour and extend coverage to an 
additional seven million workers was being re- 
drafted by the Senate subcommittee to a more limited 
form. 

Secretary of Labor James P. Mitchell has pro- 
posed that minimum wage coverage be extended to 
only 3.1 million more workers, mainly those in cer- 
tain retail trades and in the construction, transporta- 
tion, and communication industries. Mr. Mitchell 
suggested ‘“‘moderate increases” to $1.10 or $1.15 for 
workers already covered. 


Salary Rise Proposed 
for VA Hospital Executives 


Congress has been moving forward in yet another 
area of interest to hospitals. Legislation to raise the 
salaries of Veterans Administration hospital execu- 
tives and to accelerate the patient turnover rate in 
VA hospitals has been recommended by the House 
Veterans Affairs Committee. 

A committee bill would fix at $16,500 the annual 

(Continued on page 125) 
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How Stamford Hospital provides better patient care 
..enjoys better fiscal health with low-cost 
Automatic Keysort Data Processing 


Can modern data processing be as beneficial to hospi- 
tals as to business? And can these practices be put to 
work without sacrificing humanitarian ideals? 


= To both of these questions, administration at the 
310-bed Stamford, Conn. Hospital answers a resound- 
ing “yes.” Reason? Today, with low-cost Automatic 
Keysort data processing, this forward-looking hospital 
is integrating patient-day statistics and revenue analy- 
sis as they affect nursing units, special service depart- 
ments and accounting . . . is obtaining all the on-time 
statistical reports it needs to provide, on a continuing 
basis, for its patients’ welfare—and its own. 


m With the Keysort Data Punch, Stamford nurses now 
simultaneously imprint and code-notch multiple-part 
Keysort Requisition-Charge Tickets with such factors 
as patient’s name, location, class, type of accommoda- 
tion etc. right at their stations . . . creating copies for 
patient’s chart, special service department, business 
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office. Not only is the nurses’ clerical burden reduced 
to a minimum... routing of requisitions and report 
of findings are vastly speeded, complete and correct 
information is provided for patient billing. 


= Because the Automatic Keysort System permits rapid 
mechanical sorting, Stamford can now produce needed 
Statistics fast — statistics that allow true costing per 
unit of service, forecasting of coming problems in rela- 
tion to special service load and patient-day mix, accu- 
rate estimate of anticipated revenue. All without spe- 
cialized personnel, and at a cost well within its budget. 


= Call your nearby Royal McBee Data Processing Rep- 
resentative for a complete report on Automatic Keysort 
at Stamford Hospital, or write Royal McBee Corpora- 
tion, Data Processing Division, Port Chester, N. Y. for 
brochure S-460. 


ROYAL MCBEE. data processing division 


NEW CONCEPTS IN PRACTICAL OFFICE AUTOMATION 
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NEWS 





AT A NEW YORK MEETING— 





Short Stays No Panacea, Panelist Says; 
Improved Planning Is Urged 


The average cost per stay remains the same despite reduction in the 
average length of stay—if a hospital is unable to increase its admissions 
or decrease its expenses. This was the contention of one of the panelists 
participating in a discussion of utilization of hospital facilities held for 
members of the Greater New York Hospital Association. 


The speaker, Charles G. Roswell, 
director of hospital services divi- 
sion of United Hospital Fund of 
New York, debated the hospital 
utilization and cost control prob- 
lem from the financial and actuarial 
point of view. Along with him on 
the panel was a spokesman for the 
public, Martin E. Segal, president 
of Martin E. Segal and Co., Inc. 
consultants in industrial pension 
and welfare funds; David Kersh- 
ner, M.D., chairman of a medical 
society committee cooperating with 
the hospital association, and Wil- 
liam A. Kelly, M.D., director of 
Mount Vernon (N.Y.) Hospital. 

The panel was held as part of a 
joint endeavor of hospital and 
medical groups to deal with the 
problem of rising hospital costs. 
That concerted effort began last 
September with the formal an- 
nouncement by GNYHA of a pro- 
gram “designed to effect a net 
saving in hospital costs for the 
community through intensification 
of the use of hospital facilities to 
reduce the amount of inpatient 
hospital care”. 


INTERPLAY OF THREE FACTORS 


Mr. Roswell based his remarks 
concerning the financial aspects of 
utilization on data reported by one 
of New York’s large general hos- 
pitals. It is quite conceivable, he 
said, that in many instances reduc- 
tion in the average length of stay 
will not be accompanied by an in- 
crease in admissions, and operat- 
ing expenses will not necessarily 
be reduced as a result of shorter 
hospitalization. 

Mr. Roswell declared that if the 
average patient stay decreases 
from 10 to 8 days (20 per cent), 
admissions would have to be in- 
creased or expenditures decreased 
by 25 per cent. The cost per stay 
remains the same if a hospital is 
unable to increase its admissions 
or decrease its expenses, even 
though the average length of stay 
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is shortened, Mr. Roswell main- 
tained. Consequently, the public 
and third party agencies would 
be reimbursing hospitals for fewer 
days but at a higher per diem 
charge; the over-all cost per case 
would remain the same, he stated. 

Mr. Roswell illustrated his point 
by calculating what would happen 
if the length of stay for the group 
hospitalized for the longest aver- 
age period, 17 days, was reduced 
to 14 days. This reduction would 
be sufficient to reduce the over-all 
average from 10 to 9 days. With 
the same number of admissions 
and the same expenses, the cost per 
day would increase from $34.50, 
the present patient day cost in the 
reporting hospital, to $38.50. The 
short-stay case (three days), cal- 
culated at a per diem reimburse- 
ment rate, would cost 12 per cent 
more, as would the medium-long 
case (10 days). Only the cost for 
the long-stay case would be re- 
duced, by 9 per cent. 


NEEDED: ‘PUBLIC SERVICE’ FACE 


The public’s misunderstanding 
of and dissatisfaction with hospital 
costs was discussed by Mr. Segal. 


The public’s criticism could be at- 
tributed to three factors, he said: 
1. Insufficient hospital activity 
to acquire a “public service” face 
rather than a “business” face. 

2. Hospitals’ failure to combine 
their efforts toward activity that 
would improve the quality of care 
and control or modify costs. 

3. Hospitals’ failure to recognize 
the importance of third party 
groups in the financing of hospital 
care. 

To remedy the situation, Mr. Se- 
gal said hospitals should: 

@ Share special equipment. 

@ Participate in joint purchas- 
ing. 

@ Use beds more effectively. 

@ Use professional and institu- 
tional personnel more effectively. 

@ Use uniform accounting meth- 
ods and systems. 

@ Participate in regional and 
community planning of facilities to 
eliminate unnecessary duplication. 

@ Make more extensive use of 
outpatient clinics. 

@ Strive for closer and more 
disciplined relationship with the 
medical profession and for estab- 
lishment of utilization committees 
in all hospitals. 

@ Educate the public through 
publicity as to the difference be- 
tween operating an ordinary busi- 
ness and a hospital. 

The spokesman for the medical 
societies, Dr. Kershner, agreed 
with Mr. Segal on several points. 
He argued for the establishment of 
utilization control committees in 
all hospitals and for more exten- 
sive use of outpatient departments 
for diagnostic services. = 





OHIO ADMINISTRATORS TOLD— 





Maintain Quality Regardless of Cost 


“Let us not lose our nerve about rising costs and allow the quality of 
patient care to deteriorate.” This statement by Ray E. Brown, superin- 
tendent of the University of Chicago Clinics, capsuled the opinions 
expressed by many of the speakers at the annual convention of the Ohio 
Hospital Association April 4-7 in Columbus. Mr. Brown, who delivered 


the opening address at the meeting, 
said also that the largest problem 
facing hospital trustees and ad- 
ministrators today was that of 
lethargy, or the inertia, of the 
public. 

“People now expect others to 
keep them informed,” he said, 
“rather than going out and seeking 
information for themselves, and 
there is keen competition for pub- 





lic attention.” He added that the 
public may allow hospitals to “go 
overboard” simply because of this 
inertia—the unwillingness of the 
people to find out the facts for 
themselves and study them. 

This attitude, he said, intensifies 
the need for hospitals to make 
strong efforts to gain the public’s 
attention—overcoming the compe- 
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here's our patient” 


Hollister Ident-A-Band’ 


In the hospital hushed for night, nurses have a 
special job to do — see that patients get both their 
needed night care and their valuable sleep. In 
hospitals using Ident-A-Band by Hollister, there’s 
no need to wake a patient to check identity, or risk 


a sleep-confused ‘‘yes’”’ in answer to any name. Just 
a glance at the wrist and you’re sure of correct iden- 
tity before giving medications or care. Ident-A-Band 
helps keep disturbances (and tempers) down... 
your error-free record up. 

Whether by day or at night, you can depend on 
Ident-A-Band to identify the right patient. And your 


patients will like its comfort. Only Ident-A-Band 
offers skin-soft identification that cannot be altered, 
water-blurred or transferred to another person. It’s 
no wonder that more hospitals in the United States 
and Canada pr2fer Ident-A-Band . . . for nine years 
the leader in on-patient identification. Write for sam- 
ples and complete information about Ident-A-Band. 


? Holsters 


Hollister Incorporated, 833 North Orleans Street, Chicago 10, Illinois 


in Canada, Hollister Limited, 160 Bay Street, Toronto 1, Ontario 
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tition for attention provided by 
newspapers, magazines and televi- 
sion—to interpret hospital facts 
and costs in a manner that will 
capture public interest and con- 
cern. 


WAGES VS. CARE QUALITY 


Concurrence with the viewpoint 
that good patient care, not costs, 
should be the hospital’s first con- 
sideration was evident in talks 
stressing the need for more equita- 
ble wages and sound personnel 
policies for hospital employees. 
Sidney Lewine, director of Mount 
Sinai Hospital, Cleveland, said, 
“What right has the hospital board 
or the community to expect the 
administrator to do an effective 
job in providing good patient care 
[when he is forced to] pay lower 
wages to employees than they 
could receive in comparable jobs 
elsewhere in the community?” To 
pay less than industry, Mr. Lewine 
continued, is to say to the em- 
ployee “you subsidize our hospi- 
tals”. “It is time,” he said, “that 
we as mature hospital administra- 
tors in a mature management field 
recognize our responsibility to 
match the salary scales and per- 
sonnel practices of the communi- 
Sas 


UNIONS IMPOSE RESTRICTIONS 


William I. Christopher, director 
of hospital personnel services of 
the Catholic Hospital Association, 
the second speaker at this session, 


warned hospital administrators 
that restrictions would be imposed 
on them through unionization if 
they failed to implement “good 
and decent personnel practices’. 

Mr. Christopher further said 
that hospitals need to concentrate 


on basic management, since with- 
out this there can be no good 
personnel management. Competent 
management will instill confidence 
in management practices and 
achieve a sense of security for the 
worker, he said. s 





IN NEW YORK STATE— 





Hospital Group Seeks Degree Granting 
Rights for Hospital Nursing Schools 


Degree-granting rights for hospital schools of nursing are being sought 
by the Hospital Association of New York State. In a proposal submitted 
to the committee on higher and professional education and committee 
on charters of the Board of Regents of the New York State Education 
Department, the association requested that “hospital schools of nursing 


be authorized to grant an associate 
degree in nursing to the graduates 
of approved three-year schools of 
nursing”’. 

The proposal had been prepared 
by the board of trustees and the 
committee on nursing service of 
the hospital association. The con- 
tinuing nursing shortage and the 
need to increase the number of 
students entering nursing schools 
were given as the primary reasons 
for the proposal. The association 
pointed out that no additional ex- 
penditures would be incurred by 
student nurses, hospitals or the 
state’s taxpayers if the plan were 
approved. 

The arguments advanced by 
HANYS in favor of the proposal 
fell into two main categories: One 





OHIO HOSPITAL ASSOCIATION OFFICERS were elected last month at the group’s annual 
meeting, held in Columbus. They are, sitting: (left to right) chairman, Southwestern District, 
Sister Eugene Marie, administrator, Good Samaritan Hospital, Cincinnati; president, John C. 
Gettman, administrator, Memorial Hospital, Fremont; president-elect, Harold A. Zealley, admin- 
istrator, Elyria Memorial Hospital. Standing: chairman, Northwestern District, James E. Moss, 
administrator, Riverside Hospital, Toledo; first vice president, Edgar O. Mansfield, superintendent, 
White Cross Hospital, Columbus. Not included in this photograph were second vice president, 
Sister Marie Charles, administrator, Good Samaritan Hospital, Dayton, and treasurer, Lee S. 
Lanpher, administrator, Lutheran Hospital, Cleveland. 
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illustrated why degree granting by 
hospital schools of nursing would 
produce more nurses; the other 
gave educational justifications for 
the proposal. 

Along the first line of reasoning, 
the association pointed out that: 

@ The average mortality for hos- 
pital schools is 33 per cent, com- 
pared with 66 per cent in collegiate 
schools of nursing, and graduates 
of hospital schools are more in- 
clined to go into hospital nursing 
after completing their courses. 

@ Increasing emphasis is being 
placed on the benefits and advan- 
tages of higher education. Conse- 
quently, high school graduates and 
high school counselors favor de- 
gree-granting institutions. If hos- 
pital schools could grant degrees, 
more graduates interested in nurs- 
ing careers would choose these 
schools, and counselors would be 
more willing to direct students to 
them. 

@ Because the cost of obtaining 
nursing education in hospital 
schools is considerably lower, girls 
whose parents cannot afford the 
cost of a college tuition would be 
able to obtain an associate degree 
from a hospital school. 

® Married graduates of hospital 
schools of nursing who have left 
their profession to raise a family 
would find it comparatively easy 
to return to work, because they 
had been thoroughly trained in 
nursing skills and arts by the time 
of their graduation. 

In presenting the educational 
merits of its proposal, the hospital 
association stated that the total 
number of hours of supervised in- 
struction in a three-year hospital 
program is nearly twice that given 
the average college student in four 
years, and possibly four times the 
instruction hours given in a two- 
year community college granting 


117 





an associate degree. 

In summing up the educational 
arguments, the association said it 
believed “that the course content 
of the approved three-year diplo- 
ma school of nursing is the equiva- 
lent of two years of collegiate 
preparation...” 

Association officials said they 
have received assurances from the 
Board of Regents and the State 
Education Department that the 
proposal was being given serious 
consideration. . 


Hospital Training Required 
for Future AAGP Members 


After January 1, 1966, two years 
of hospital training will be re- 
quired of all applicants for mem- 
bership in the American Academy 
of General Practice. This provision 
was written into the constitution 
and bylaws of the AAGP after it 
was approved by the Congress of 
Delegates of the Academy during 
its 12th Annual Scientific Assembly 
held in Philadelphia in late March. 

The delegates also went on rec- 
ord as favoring the continuance in 
departmentalized hospitals of sep- 
arate general practice departments 
to conduct their own clinical re- 
views. This resolution was pro- 
posed by the Reference Committee 
on Hospitals of the AAGP. 

Although no definite action was 
taken concerning mandatory hos- 
pitai training in obstetrics and 
surgery, the delegates indicated 
that they favored such training. 
They adopted a recommendation 
from the Reference Committee on 
Education asking each state chap- 
ter to encourage American Medical 
Association delegates to support a 
change in requirements for the 
newly established two-year family 
practice program to make training 
in obstetrics and surgery manda- 
tory. The program was approved 
in June 1959 by the AMA House 
of Delegates and is currently being 
established in carefully chosen 
‘hospitals. It does not include man- 
datory training in obstetrics or 
surgery, but does offer obstetrics 
on an elective basis. Medical school 
graduates enter the family pro- 
gram immediately after gradua- 
tion. 

The AAGP delegates also: 

' @ Called attention to the need 
for greater participation by phy- 
sicians in hospital management. 

@ Endorsed the establishment of 
a special ad hoc committee which 
will (a) undertake a study of the 
public image and confusion re- 
garding the family physician; (b) 
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establish liaison with the Ameri- 
can Medical Association, the 
American Hospital Association 
and the American College of Phy- 
sicians, and (c) outline a program 
to eliminate the public’s confusion 
as to who is the family physician. ® 


New York Blue Cross Asks 
37.3 Per Cent Rate Increase 


A rate increase averaging 37.3 
per cent has been requested of 
New York State Superintendent of 
Insurance by Associated Hospital 
Service of New York, the Blue 
Cross Plan operating in New York 
City and 12 neighboring counties. 
The petition asked that the rate 
change become effective October 1. 

The cost of additional benefits 
would absorb approximately 7 per 
cent of the 37.3 per cent increase, 
the Plan said. The remainder will 
be needed mainly to meet “the 
basic trend in increased hospital 
utilization and costs’. 

The following added coverage 
would be provided under the Plan’s 
21-day contract: Infants from 
birth; persons with mental or 
nervous disorders, 21 full benefit 
days and 9 discount days; cosmetic 
surgery. Allowance for private 
rooms would be raised. 

Added benefits under the 120- 
day contract would include: Cov- 
erage of infants from birth; a $150 
allowance for non-Caesarian ma- 
ternity hospitalization, with addi- 
tional maternity benefits in special 
cases; an allowance toward private 
accommodations equal to semi- 
private charge (in nonmember 
hospitals, that allowance would be 
set at $16 a day). Payments for 
up to 30 days of hospitalization 
each year would be made for per- 
sons with pulmonary tubercular 
disorders or mental or nervous dis- 
orders. The daily payment would 
be $10 for hospitalization in a 
tuberculosis or a psychiatric hos- 
pital. 

The proposed rate increase would 
bring the monthly premium from 
$6.60 to $9 for a 21-day family 
group contract; this increase would 
be from $8.89 to $11.88 for the 
120-day contract. 

Comparable increases would ap- 
ply for individual policies under 
group coverage and for all direct- 
pay contracts. s 


Rrockton VA Hospital Wins 
1959 Hospital Safety Contest 

The Veterans Administration 
Hospital at Brockton, Mass., has 


been named grand award winner 
of the 1959 Hospital Safety Con- 


test sponsored by the American 
Hospital Association and the Na- 
tional Safety Council. 

Designed to encourage the ob- 
servance of safety practices among 
hospital employees, the contest was 
judged on the basis of the lowest 
number of injuries among hospi- 
tal employees in relation to the 
number of man-hours worked dur- 
ing the year. 

Of the 299 competing hospitals, 
32 completed the contest with per- 
fect records, operating over 7 mil- 
lion injury-free man-hours. The 
Brockton hospital, with more than 
1100 employees, worked 2,319,544 
man-hours without an injury. 

Hospitals taking part in the con- 
test were divided into eight groups 
according to the number of em- 
ployees. Winners of first place 
plaques in each group were: 

@ Fewer than 100 employees— 
Memorial Hospital, Carthage, III. 

@ 100-199 employees—Cherokee 
County Memorial Hospital, Gaff- 
ney, S.C. 

® 200-299 employees—Latrobe 
(Pa.) Hospital. 

@ 300-499 employees—Doctors 
Hospital, Cleveland Heights, Ohio. 

@ 450-599 employees—Alexan- 
dria (Va.) Hospital. 

® 600-799 employees—Queens 
Hospital, Honolulu, Hawaii. 

@ 800-999 employees—Veterans 
Administration Hospital, Sepul- 
veda, Calif. 

@ 1000 or more employees—Val- 
ley Forge Army Hospital, Phoenix- 
ville, Pa. 


Newspaper Campaign 
Features Hospital Trustees 


A state-wide newspaper adver- 
tising campaign intended to reas- 
sure the public of hospital integrity 
was sponsored this month by the 
Hospital Council of Maryland. It 
was timed to coincide with the 
National Hospital Week. 

The campaign was keyed around 
the role of hospital trustees, and 
was made possible by their over- 
whelming support. The advertise- 
ments, which appeared May 8 and 
9 in all Maryland newspapers, car- 
ried in the center of the page a 
“Trustees Code”. The code was 
surrounded by signatures obtained 
throughout the state from trustees. 
The signatures were secured by 
means of a self-addressed post card 
sent to the trustees by the hospital 
council. They were requested to 
sign the code printed on the card 
and return the card so that their 
signatures could be used in the 
advertisements. The name of the 
hospital was filled in under the 


HOSPITALS, J.A.H.A. 





PIONEER on Every Hospital Hand 


----------~-Free Glove Handling Analysis--------~~~1 


In addition to its long-life line of Rollpruf Surgical Gloves, 
Pioneer makes other glove styles, weights and materials to Requested by 

protect every hand at work in your hospital. Your Pioneer 

Glove Expert can show you new ways to achieve maximum Title 

glove economy by using the complete Pioneer Hospital Hospital 
Glove Line. The coupon at right entitles your hospital to a BE SRB Te ei. Ga na te as 

free Glove Handling Analysis by Pioneer experts, to insure City State 

the efficiency of your glove usage. a aS Di ae ra ee Eo od 


The PIONEER Rubber Company «+ 349 Tiffin Road, Willard, Ohio 
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trustee’s signature. The code read: 

“We the Trustees of Maryland 
Hospitals affirm that our institu- 
tions are dedicated solely to the 
care of the sick and injured, and 
do solemnly pledge to the people 
of this state that those received 
into our hospitals shall be given 
the best care we can provide... 
selflessly, and as efficiently as pos- 
sible.” 

The slogan “Hospital Care—A 
Community Trust” appeared prom- 
inently in the advertisement; also 
included was copy tying the ad in 
with National Hospital Week. 

In a letter requesting the trus- 
tees to sign the enclosed “code 
card’, the hospital council ex- 
plained the need for the campaign 
by saying: “Rising hospital costs 
with the attendant Blue Cross rate 
increases have nourished doubt and 
uncertainty in many minds con- 
cerning the efficiency of hospitals 
...and even their integrity ...The 
publication of the code to the peo- 
ple of Maryland will do much to 
reassure them about their hospi- 
ss.” 

The education of the public as 
to hospital costs will continue, the 
council said, but at this time a 
public restatement of the “basic 
community trust of a voluntary 
hospital” should be helpful in re- 
assuring the public of hospital in- 
tegrity. The letter to the trustees 
was signed by the chairman of the 
trustee section of the _ hospital 
council. Approximately 700 of the 
state’s more than 800 hospital 
trustees returned the signed cards 
by specified deadline, the council 
reported. s 


Ruth Kahn Made Supervisor 
for Food Service Firm 

Ruth M. Kahn has been appoint- 
ed regional supervisor for Hospital 
Food Manage- 
ment, an affili- 
ate of Slater 
Food Service 
Management, 
which operates 
dietary depart- 
ments of 30 hos- 
pitals in 12 
states. She will 
join the new 
Western Region 
offices of Slater, 
in Los Angeles, on June 1. 

A staff representative in the De- 
partment of Professional Services 
of the American Hospital Associa- 
tion since 1956, Miss Kahn was 
director of dietetics and of the 
dietetic internship program at 
Michael Reese Hospital, Chicago, 
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for six years, and prior to that 
chief dietitian at Veterans Admin- 
istration Hospital, Hines, Ill. She 
organized food service in displaced 
persons camps and hospitals for 
UNRRA in Germany after World 
War II. 

Miss Kahn has a B.S. degree in 
foods and nutrition from the Uni- 
versity of Illinois, and an M.S. de- 
gree in experimental foods from 
the University of Chicago, She is 
past secretary of the American 
Dietetic Association, and past pres- 
ident of Missouri, Illinois, Chicago 
and St. Louis Dietetic Associations. 
She served her dietetic internship 
at Barnes Hospital, St. Louis, 
where she was administrative die- 
titian, & 


APhA Names Oddis 
Hospital Pharmacy Director 


Joseph A. Oddis, has been 

appointed director of the Ameri- 

can Pharmaceu- 

tical Associa- 

tion’s Division 

of Hospital 

Pharmacy, 

Washington 

D.C., effective 

June 1. Mr. Od- 

dis will also 

serve as assist- 

ant secretary of 

the American 

a Society of Hos- 
pital Pharmacists, APhA said. 

Since 1956 Mr, Oddis has been a 

staff representative in the Depart- 

ment of Professional Services of 

the American Hospital Association. 

Before joining the AHA, Mr. Oddis 

was chief pharmacist at Western 

Pennsylvania Hospital, Pittsburgh, 

and prior to that served as staff 

pharmacist at Mercy Hospital, also 

in Pittsburgh. A graduate of Du- 

quesne University, Pittsburgh, Mr. 

Oddis has served as vice president 

of [Illinois Society of Hospital 

Pharmacists and as president of 

Western Pennsylvania Society of 

Hospital Pharmacists. a 


Philadelphia Association and 
Council Announce Merger 


The Hospital Council of Phila- 
delphia and the Philadelphia Hos- 
pital Association merged last month 
into one organization, the Dela- 
ware Valley Hospital Council. The 
merger had been under considera- 
tion since summer of 1959, and a 
constitution and bylaws of the new 
council were drafted and approved 
earlier this year. 

The board of directors of the 
Delaware Valley Hospital Council 


will consist of 18 elected members, 
of whom 10 must be voluntary 
trustees of member hospitals and 
8 administrators of member hos- 
pitals, 

The president and vice president 
of the council must be trustees, the 
secretary-treasurer an administra- 
tor. 

In addition to the board, provi- 
sion was made for the creation of a 
forum. The forum will be com- 
posed of hospital administrative, 
governing board and medical staff 
personnel, and will also include 
persons associated with related 
health organizations. The forum 
will have its own elected officers, 
dues and committees. 

Two new standing committees 
were provided in the new council’s 
bylaws: a standing committee to 
assist hospital planning and a 
standing committee on public in- 
formation and public relations. ® 


Benefits Paid by Insurance 
Double in Five Year Period 


Voluntary health insurance paid 
$3.1 billion in benefits during a 12 
month 1957-1958 period. This was 
more than double the amount paid 
in a similar period five years 
earlier. This information was con- 
tained in the third of a series of 
preliminary reports on a_ study 
made by the Health Information 
Foundation in cooperation with the 
National Opinion Research Center 
of the University of Chicago. 

In connection with the study, a 
representative cross section of 
American families were inter- 
viewed about the kinds of medical 
services they use and the way they 
pay for them. 

The average insured family in 
1957-1958 received $80 in benefits 
from voluntary health plans, HIF 
reported. This was a 78 per cent 
increase over the $45 reported in 
a comparable 1952-1953 survey. 

According to George Bugbee, 
president of the foundation, one of 
the most significant findings of the 
survey was that families with un- 
usually heavy health care costs 
were helped the most by recent in- 
creases in insurance benefits. For 
example, families with health costs 
of $1000 and more averaged $572 
in benefits for 1957-1958, against 
only $362 in 1952-1953. Families 
with costs between $750 and $1000 
received $257 in benefits, while 
comparable families received only 
$204 in 1952-1953. 

Mr. Bugbee noted, however, that 
voluntary health insurance should 
be improved further. He supported 
this argument by citing that only 
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24 per cent of families with annual 
expenses of $500 or more had 50 
per cent or more of their total bill 
reimbursed by insurance in 1957- 
1958. a 


New List of Short Courses 
for Nurses Given by PHS 


The first supplemental list of 
agencies sponsoring federally-sup- 
ported short-term courses for nurse 
administrators, supervisors, and 
teachers has been issued by the 
U.S. Public Health Service. (The 
initial list of agencies sponsoring 
courses appeared in the April 1 
issue of this Journal.) 

The following additions have 
been announced. 

School of Nursing, Medical Col- 
lege of Georgia, Augusta, Ga. Di- 
rector: Miss Alda L. Ditchfield, 
professor. Subject: Administration 
of Nursing Services in Smaller 
Community Hospitals. Dates: May 
23 through 27. 

Department of Nurse Education, 
School of Education, New York 
University, New York 3. Director: 
Miss Jane Hoexter, associate pro- 
fessor of education. Subject: 
Changing Concepts in the Teach- 
ing of Public Health Nursing Clin- 
ical Practice. Dates: May 23-27, 
1960. 

Department of Nursing Educa- 
tion, Teachers College, Columbia 
University, New York 27. Four 
courses: (1) Director: Miss Fran- 
ces R. Kreuter, professor. Subject: 
Nursing Practicum in Chronic Dis- 
ease and Aging. Dates: June 13 
through 24. (2) Director: Miss 
Lutie C. Leavell, professor. Sub- 
ject: Work Conference on Improv- 
ing Nursing Care Through Appli- 
cation of Science Principles. Dates: 
May 30 through June 10. (3) Direc- 
tor: Miss Barbara Tate. Subject: 
Workshop on Evaluation of Nurs- 
ing Performance of Students by 
Clinical Supervisor. Dates: May 
23 through 27; repeated October 
24 through 28. (4) Director: Miss 
Barbara Tate. Subject: Workshop 
on Evaluation of Nursing Perform- 
ance of Staff Nurses by In-Service 
Educational Supervisor. Dates: 
June 6 through 10; repeated No- 
vember 14 through 18. 

School of Nursing, University of 
Michigan, Ann Arbor. Two courses: 
(1) Director: Miss Theresa Phelps, 
assistant professor of nursing. Sub- 
ject: Aspects of Evaluation for Su- 
pervision. Dates: May 16 through 
20; repeated October 24 through 
28, and March 13 through 17, 1961. 
(2) Director: Miss Theresa Phelps, 
assistant professor of nursing. Sub- 
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Complete or Partial 
Privacy as Desired 


for Semi-Private Rooms and Wards 


with the new Hill-Rom A. E. 


(aluminum extruded) screening 


The illustration shows how the new Hill-Rom A.E. Screening 
enables the nurse to give the patient complete or partial privacy as 
desired. Here the curtain has been closed merely enough to shield 
the patient being treated from the patient in the adjoining bed. 
When complete privacy is desired, the curtain is entirely closed, 
providing absolute privacy for each patient. 

The smooth, quiet operation of Hill-Rom A.E. Screening is easy 
on patients and nurses alike. The lifetime nylon slides glide silently 
along the sturdy, extruded track. No jerking, no coaxing, no 
twitching, no tugging. 

The curtains are made of permanently flameproof cordette ma- 
terials in a choice of colors. The use of nylon mesh at the top 
lightens the curtain effect and permits a better circulation of air. .. . 
The new Hill-Rom Screening Catalog will be sent on request. 


HILL-ROM COMPANY INC. + BATESVILLE, INDIANA 


3 DIFFERENT TYPES 
OF INSTALLATION 
The new Hill-Rom A.E. Screening can be 
installed in three different ways: 
1. Surface mounted (ceiling type) 
2. Recessed-in-ceiling (flush mounted) 
3. Near-Ceiling Suspended (dropped 
from ceiling.) 


Any size or shape of room—in any type 
of building—old or new—can be com- 
pletely screened. 





ject: Methods of Instruction for 
Teachers in Schools of Nursing. 
Dates: September 12 through 23; 
repeated January i6 through 27, 
1961, and May 8 through 17, 1961. 
To be eligible for federal trainee- 
ships for these courses, nurse can- 
didates must be United States citi- 
zens, graduates of state-approved 
basic schools of nursing, licensed 
as professional nurses in a state or 
United States possession, and cur- 
rently employed or committed to a 
position in administration, super- 
vision, or teaching of nursing. 
Nurses wishing to take these 
short-term courses should direct 
further inquiry to the program di- 
rector of the sponsoring agency. ® 


ACHA Issues New Directory; 
3800 Biographies Included 


The 1960 Directory, the first 
comprehensive biographical dic- 
tionary of its entire membership 
to be compiled since 1948, has been 
published by the American College 
of Hospital Administrators. The 
directory contains detailed bio- 
graphical data about all fellows, 
honorary fellows, members and 
nominees of the college. 

Three major sections comprise 
the directory: An _ introduction 
containing descriptive information 
on the college, its membership and 
program; the major section of bio- 
graphical listings, and the final 
section containing a classified re- 
gional index. 

The 1960 Directory, which con- 
tains more than 3800 biographical 
listings, costs $15, and is available 
from ACHA headquarters, 840 N. 
Lake Shore Drive, Chicago 11. ® 


Groups Elect Officers 


Georgia Hospital Association: presi- 
dent, George E. Linney, adminis- 
trator, Griffin-Spalding County 
Hospital, Griffin; president-elect, 
Arthur T. Stewart Jr., administra- 
tor, Minnie G. Boswell Memorial 
Hospital, Greensboro; secretary- 
treasurer, Thomas B. Wolfe Jr., ad- 
ministrator, Polk General Hospital, 
Cedartown. 

Kentucky Hospital Association: presi- 
dent, Malcolm Black, administra- 
tor, District 6 Tuberculosis Hospi- 
tal, Glasgow; president-elect, 
Homer D. Coggins, administrator, 
Central Baptist Hospital, Lexing- 
ton; treasurer, Edward W. Horgen, 
administrator King’s Daughters’ 
Hospital, Ashland. 

Hospital Council of the National Capi- 
tal Area: president, Henry Grattan 
Doyle, Ph.D., trustee, Washington 
(D.C.) Hospital Center; first vice 
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State Association Presidents 


ALABAMA 


DONALD G. HARMS 
Administrator 
DeKalb County 

General Hospital 
Fort Payne 


NEBRASKA 


PAUL FINNMAN 
Administrator 
Memorial Hospital 
North Platte 


ILLINOIS 


DELBERT L. PRICE 
Administrator 
Children’s Memorial Hospital 
Chicago 


NORTH CAROLINA 


EDWARD R. FRYE 
Administrator 
Good Samaritan Hospital 
Charlotte 


MICHIGAN 


A. KENT SCHAFER 
Administrator 
James Decker Munson 
Hospital 
Traverse City 


VIRGINIA 


WILLIAM R. REID 
Administrator 
Jefferson Hospital 
Roanoke 





president, Fred A. McNamara, 
trustee, Columbia Hospital for 
Women, Washington, D.C.; second 
vice president, C. Carroll Morgan, 
president, Suburban Hospital, Be- 
thesda, Md.; secretary, Victor F. 
Ludewig, administrator, George 
Washington University Hospital, 
Washington, D.C.; treasurer, Ru- 
dolph Kauffmann MII, president, 
Children’s Hospital, Washington, 
D.C. 

Wisconsin Hospital Association: presi- 
den, Msgr. Edmund J. Goebel, 
superintendent of schools and di- 
rector of hospitals, Milwaukee 
Catholic Archdiocese; president- 
elect, Nels E. Hanshus, adminis- 
trator, Luther Hospital, Eau Claire; 
first vice president, Sister Mary 
David, administrator, St. Agnes 
Hospital, Fond du Lac; second vice 
president, John R. Temte, adminis- 
trator, Memorial Hospital, Neills- 
ville; treasurer, Robert M. Jones, 


administrator, Waukesha Memorial 
Hospital. 

Puerto Rico Hospital Administrators 
Association: president, Arturo A. 
Plard, administrator, Presbyterian 
Hospital, Santurce; president-elect, 
Luis Martin Jiménez, administra- 
tor, Clinica Mimiya, Santurce; vice 
president, Maggie Cabranes, assist- 
ant director, Medical Care Survey, 
Department of Health, Santurce; 
secretary, Ramon A. Rivera, ad- 
ministrative assistant, Division of 
Hospitals, Department of Health, 
Santurce; treasurer, José Luis 
Meléndez, assistant director, Medi- 
cal Center Project, Department of 
Health, Santurce. " 





CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 











NEW INSTITUTIONAL MEMBERS 


ALABAMA 
South Baldwin Hospital, Foley. 
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CALIFORNIA 
Oceanside Hospital, Inc., Oceanside. 
DISTRICT OF COLUMBIA 
Program in Hospital Administration, The 
George Washington University, Washing- 


ton. 
ILLINOIS 
Illinois State Psychiatric Institute, Chicago. 
MINNESOTA 
aa =< my Falls Municipal Hospital, Granite 
alls, 


MONTANA 
Silver Bow General Hospital, Butte. 
NEW YORK 
Medical International Cooperation Organi- 
zation, Inc., New York. 


OHIO 
Charles F. Kettering Memorial Hospital, 
Dayton. 
OKLAHOMA 
Memorial Hospital Company, Collinsville. 
PENNSYLVANIA 
Holy Redeemer Hospital, Meadowbrook. 
TENNESSEE 
Rhea County Hospital, Dayton. 
TEXAS 
Gipson Hospital, Three Rivers. 
BELGIUM 
Institut Jules Bordet—Universite Libre de 
Bruxelles, Brussels. 


HOSPITAL AUXILIARIES 


Corning (Calif.) Memorial Hospital 
Womens Auxiliary. 

Wheeler Hospital Auxiliary—Gilroy, Calif. 

Women’s Auxiliary of the French Hospi- 


----------------75 


EACH A “MUST” and each a 


eese 


RELIANCE 


sen Goa tak a OBOE es we gems TE ie tess 


Model 25-AA 
ALL-PURPOSE STRETCHER 


tal—San Francisco. 

Auxiliary of the Community Memorial 
Hospital, Inc.—Marysville, Kans. 

Missouri ver ee} Hospital Woman’s As- 
sociation—St. Louis. 

Elizabeth A. Horton Hospital Auxiliary— 
Middletown, N.Y. 

St. Charles Hospital Women’s Auxiliaries 
—Port Jefferson, N.Y. 

sy Auxiliary to Riverside Hospital— 


Toledo. 
Salem (Ore.) Memorial Hospital Auxil- 


a’ si of Brownsville (Pa.) General Model 475-FB Foot-Operated Hydraulic Chair 
ee for EENT and OUT-PATIENT Departments 


Madison (S. Dak.) Community Hospital 
Auxiliary. 

Baptist Memorials Geriatric Hospital Aux- 
iliary—San Angelo, Tex. 

Women’s Auxiliary, a? og Town General 
Hospital—Ranson, W. 

Auxiliary of St. Elizabeth Hospital—Ap- 
pleton, Wis. 


Features: 
11 inch hydraulic height adjustment 
Positive four wheel brakes 
Conductive Rubber Tires are standard 
Conductive Cover optional at 

no additional cost 


: Use in Emergency Rooms 
X-ray therapy treatment 
Minor surgery 
Examination 





Superbly built; maintenance-free; rea- 
sonably priced. Easy to raise—space- 
saving, will accommodate all patients. 





@ Single lever raises, lowers, and locks 


Hospital association meetings revolving action 


(Continued from page 6) Fully adjustable head rest, extremely 


comfortable 
(Federal Building and Clift Hotel) 


27 American Association of Hospital Con- 
sultants, San Francisco (Fairmont Ho- 
tel) 

27-31 American College of Hospital Ad- 
ministrators, San Francisco (Jack Tar 
Hotel) 

29-Sept. 1 American Association of Nurse 
Anesthetists, San Francisco (Civic 
Auditorium and Sheraton-Palace) 


Chair back reclines to any desired angle 


Base column in choice of colors, other 
parts chrome-plated 


Matching or contrasting genuine leather 
upholstery 


Chair available as shown (or Model 
475-F without foot rest) 


SEPTEMBER 


12-13 Montana Hospital Association, Mis- 
soula (Florence Hotel) 

12-16 Nursing Service Administration, Buf- 
falo (Lafayette Hotel) 

18-20 Colorado Hospital Association, Estes 
Park (Stanley Hotel) 

22-24 West Virginia Hospital Association, 
White Sulphur Springs 

24-27 College of American Pathologists, 
Chicago (Palmer House) 

26-30 Central Service Administration, Chi- 
cago (AHA Headquarters) 

27-30 American Society of Clinical Pa- 
thologists, Chicago (Palmer House) 


OCTOBER 


American Society of Anesthesiolo- 
gists, New York City (Statler Hotel) 
Hospital Association of Rhode Island, 
Providence (Sheraton-Biltmore Hotel) 
5-7 Hospital L dry Manag t and 





Model No. 404 ANAESTHETIST’S STOOL 


Maximum comfort and convenience. Seat and back upholstered 
with conductive cover over thick rubber pad. Instantly adjusta- 
ble from 21” to 31”. Seat revolves freely. Base in brilliant 
chrome. Has conductive casters. Back rest may be adjusted for 
greater comfort. 

No. 406—upholstered in GENUINE LEATHER, regular casters. 

No. 400—without back rest, regular casters. 

See these and other models at your authorized dealer, 
or write for brochures. 


Manufacturers since 1898 


F. & F. 4 KOENIGKRAMER CO. 


Dept. H-516, 96 Caldwell Drive, Cincinnati 16, Ohio 
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Operation, Chicago (AHA Headquar- 
ters) 

American Association of Medical 
Clinics, New Orleans (Roosevelt Ho- 
tel) 

National Federation of Licensed Prac- 
tical Nurses Albuquerque, N. Mex. 
(Hilton Hotel) 

American Association of Medical Rec- 
ord Librarians, Seattle (Olympic Ho- 
tel) 

Evening and Night Nursing Serv- 
ice Administration, Pittsburgh (Pick- 
Roosevelt Hotel) 

American College of Surgeons, 46th 
Annual Clinical Congress, San Fran- 
cisco 

Indiana Hospital Association 
Hospital Pharmacy (Specialized), Chi- 
cago (AHA Headquarters) 


12-14 Maryland-District of Columbia-Dela- 
ware Hospital Association, Washing- 
ton (Shoreham Hotel) 

12-14 Saskatchewan Hospital Association, 
Saskatoon (Bessborough Hotel) 

17-18 Idaho Hospital Association, 
(Elks Lodge) 

17-18 Oregon Hospital Association, Gear- 
hart (Gearhart Hotel) 

17-20 American Dental Association, Los An- 
geles (Statler-Hilton Hotel) 

17-20 Management Development, Chicago 
(AHA Headquarters) 

18-21 American Dietetic Association, Cleve- 
land (Sheraton Hotel) 

18-21 American Nursing Home Association, 
Washington, D.C. (Mayflower Hotel) 

19-20 Washington State Hospital Associa- 
tion, Spckane (Davenport Hotel) 


Boise 











E ROM the vantage point of 40 years of 
successful experience, we believe that 1960 
offers the most favorable climate that has ever 
prevailed for hospital fund raising. 


The nation’s economic strength and the 
advance of philanthropy to a new high suggest 
action by hospitals considering new additions 
or the renovation of existing facilities. 


Increasingly, hospitals turn to Tamblyn and 
Brown, Inc. for: 1) study and counsel concern- 
‘ing the justification and success potential of a 
fund campaign, and 2) organization and direc- 
tion of an individualized campaign that builds 
good will while attaining gratifying results. 


Additional information that may help your 
hospital will be given gladly upon request, 
without cost or obligation. 


Tamblyn ond Brown, Ine, 


EMPIRE STATE BUILDING, NEW YORK 1, N.Y. 
CHARTER MEMBER: AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 











20-21 Nebraska Hospital Association, Oma- 
ha (Sheraton-Fontenelle) 

24-26 Directors of Hospital Volunteers (Bas- 
ic) Cleveland (Statler Hotel) 

24-26 Ontario Hospital Association, Toron- 
to (Royal York Hotel) 

24-28 California Hospital Association, Santa 
Barbara (Miramar and Biltmore Ho- 
tels) 

24-28 Medical Social Work in Hospitals, 
Kansas City (Bellerive Hotel) 

25-26 South Dakota Hospital Association, 
Mitchell (Masonic Temple) 

25-27 Associated Hospitals of Manitoba, 
Winnipeg (Royal Alexandra Hotel) 

31-Nov. 3 Staffing Departments of Nursing 
Chicago (Headquarters) 

31-Nov. 4 American Public Health Associ- 


ation, San Francisco (Civic Center) 





Editorial notes 
(Continued from page 41) 


treatment errors are on the in- 
crease. In one state in which the 
reporting of accidents and “‘inci- 
dents” involving patient care in 
hospitals is particularly compre- 
hensive and reliable, statistics for 
1959 showed a 5 per cent increase 
in the number of .medication er- 
rors over 1958. Such errors con- 
stituted 18 per cent of all reported 
incidents which might lead to 
claims and suits. Medication and 
treatment errors may be cata- 
strophic, and from a practical 
standpoint possibly there may be 
no valid defense in court when 
such errors result in injury to pa- 
tients. 

For these reasons, the two-part 
article on medication errors by 
Miriam A. Safren and Alphonse 
Chapanis, Ph.D., in this issue and 
the preceding issue of HOSPITALS, 
J.A.H.A., is timely and important. 
As usually happens, a deep and 
penetrating study of a small series 
of cases has yielded much more 
valuable information than a su- 
perficial analysis of a large series. 
The causes of medication and 
treatment errors and the recom- 
mendations for prevention of such 
errors outlined by Safren and Cha- 
panis in Part II of their article 
(page 53) deserve careful study 
by all who have a responsibility 
for the care of patients in hospi- 
tals and they merit a place of pri- 
ority on the agenda of medicolegal 
education committees of individual 
hospitals —AuGUST H. GROESCHEL, 
M.D., associate director for pro- 
fessional services, New York Hos- 
pital, New York City. 
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Washington Report 
(Continued from page 112) 


salary of VA hospital managers 
and at $16,250 that of directors of 
professional services. The commit- 
tee noted that these salary rates 
now vary and are often below those 
received by individual physicians 
serving in capacities subordinate to 
VA hospital managers. 

Another bill is designed to in- 
crease by 5 to 10 per cent the pa- 
tient turnover in VA hospitals by 
shortening hospital stays through 
the addition of outpatient services 
for nonservice-connected cases be- 
fore or after hospitalization. Out- 
patient care for service-connected 
cases is already provided. 

The VA committee declared that 
the advancing age of veterans 
makes it “obvious that the pres- 
sures upon the Veterans Adminis- 
tration medical system are going 
to mount almost daily.” 

In a vote on fiscal 1961 appropria- 
tions for the VA, the full House of 
Representatives restored VA’s 
budget for modernization and re- 
habilitation of its hospital plant to 
the $75 million originally request- 
ed. The House Appropriations 
Committee had recommended a cut 
to $39.1 million. 

The full House also voted ap- 
proval of VA’s 1961 budget request 
of $817 million for inpatient care, 
an increase of almost $25 million 
over 1960. It voted $86.4 million 
for outpatient care, an increase of 
$2.6 million from 1960. 


Administrative research 
and improvements 


(Continued from page 45) 


ment of the American Hospital Asso- 
ciation, May 

Brown, P. J. Jr. Methods improvement 
and the systems concept. J.Ind.Eng. 
7:113 May-June 1956. 

Caywood, T. E. Operations research as 
a management resource. Hosp.Admin. 
(ACHA) 3:42 Spring 1958. 

Organized Methods Improvement Pro- 
grams in Hospitals. Methods Improve- 
ment Series No. 1. American Hospital 
Association, 1958. 

Hovey, F. M. Practical automation at the 
Stamford (Conn.) Hospital. Hosp.Mgt. 
86:72 Oct.-Nov. 1958. 

Smalley, H. E., Dudek, R. A.., 
E. J. Jr. Practice is the test of methods 
engineering. Mod.Hosp. 93:79 Sept. 1959. 

Davis, B. M., and Block, L. Progress report 
on research program. Mod.Hosp. 93:90 
Aug. 1959. 

Lowder, W., and Medill, C. Punch cards 


and Gerner, 
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simplify selective menus. 


Mod.Hosp. 
90:102 Jan. 1958. 
Cooper, H. W., Krawiec, J. F., and Dodson, 
D. E. What automation does for laundry 
service. Mod.Hosp. 92:150 June 1959. 


How to organize a 


department head manual 


(Continued from page 60) 


of the policy is to be identified, 
such as the personnel director, the 
signature should consist of the ad- 
ministrator’s name followed by a 
diagonal and the originator’s in- 
itials (John A. Smith/AJW). 

Date each page so the user can 
tell at a glance when a policy was 
issued and whether it supersedes 
a previous issue on the same sub- 
ject. 

Number each page with the 
proper code (if a numeral system 
is used), so that its place in the 
manual can easily be determined. 

In addition to the code number, 
each page should be numbered to 
indicate how many other pages are 
included on a given subject and the 
relation of the new page to the 
other pages. 

Those receiving the policy should 
be indicated in the format. Depart- 
ment heads who are not involved 
in a given policy need not be con- 
cerned with its details. 

2. Reasons for the manual, how 
new additions and changes will be 
made, and an outline of the man- 
ual’s organization should be in- 
cluded on its front page. 

3. One person or group should 
be responsible for keeping the 
manuals up to date by writing new 
policies, determining where in the 
manual a new page belongs, and 
issuing new pages. 

4. A loose-leaf or prong-fasten- 
er binder should be used so the 
manual can be conveniently up- 
dated. 

5. The first page of each section 
and subsection should contain an 
outline of its contents. 

6. Each manual should be issued 
to a specific department head. He 
will be responsible for its safe- 
keeping and for keeping it current 
as new materials are issued. 

With the increased authority of 
knowledge, the department head 
can be held responsible to a greater 
degree for the activities of his de- 
partment. The administrator can 
use the department head manual 
to help his department heads grow 





Nest 
FOR 
GleNLERAL 

URGE 


Y 


BROWN MILLED 


SURGEONS GLOVES 
by SEAMLESS 


Brown Milled Surgeons’ Gloves by 
Seamless are made of the finest Para 
rubber. They are gloves that cling to 
the hand and fingers . . . yet never 
grab with a tight grip. There’s no 
loss of circulation, accelerated fatigue 
or loss of sensation. These are gloves 
acclaimed the world over for provid- 
ing maximum sensitivity and maxi- 
mum comfort compatible with long 
glove life. And hardly less important 
—their hypoallergenic properties 
minimize the possibility of contact 
dermatitis. 

To give your surgeons the best, order 


SR-829. “‘Kolor-Sized” and Banded. 
HOSPITAL DIVISION 


THE SEAMLESS RUBBER COMPANY 


NEW HAVEN 3, CONN. 
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PREVENT 
ANDTIESIONS 


(MICROPULVERIZED MODIFIED STARCH LUBRICANT U.S.P.) 


PEGI 


EZON is a biologically absorbable 
starch derivative. Its use minimizes 
the possibility of adhesions. EZON 
provides consistent lubrication— 
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and thus better equip them for 
communicating effectively. This is 
one more element which will en- 
able the hospital to improve its 
service to its patients. LJ 





County-wide alert unites 
community disaster plans 
(Continued from page 58) 


factory had agreed to have the 
mock disaster simulated at their 
plant. When the fire and explosion 
happened at 1:30, the regular fire 
drill procedures at the plant would 
go into operation and civil defense 
headquarters would be notified. 
This would throw the civil defense 
procedures into effect. 

The plant would be completely 
evacuated except for the 41 casu- 
alties. To be sure that all accidents 
were covered, the cards would be 
marked before the alert and casu- 
alties would be tagged when the 
alert began. They were to be lo- 
cated all over the plant. When the 
medical officer and aides arrived, 
they could identify injuries from 
the tags. The plant was to stay com- 
pletely evacuated until all casual- 
ties had been given emergency first 
aid treatment and dispatched to 
the two hospitals. 

The fire department was actually 
to reel out hose from the hydrants 
to the plant. Since hydrants were 
across the street from the plant, all 
traffic on the two heavily traveled 
federal highways in front of the 
plant was to be stopped while the 
casualties were being removed. 


MOVIES RECORD THE ALERT 


«Movies were to be made of vari- 
ous aspects of the operation; this 
would cost approximately $100. 
Two critiques would be held to 
evaluate the alert and to correct 
obvious mistakes; the first would 
be held immediately after the alert 
and the second approximately two 
weeks later. Since a visual record 
would help in conducting the sec- 
ond critique, the two hospitals, the 
city and the county governments 
agreed to underwrite the movie 
film for $25 each. The civil defense 
director was to arrange for these 
films to be taken at the scene of 
the disaster and at the hospitals. 

The two hospitals requested ad- 
ditional volunteer and auxiliary 


personnel to act as stretcher bear- 
ers and traffic control officers. 

The civil defense medical officer 
stated that three ambulances and a 
school bus would bring casualties 
to the tuberculosis hospital. We 
requested that additional vehicles 
be used to create more traffic con- 
trol problems when the casualties 
arrived. 

All those present at the meeting 
felt that with a few exceptions, all 
needed organizing and planning 
had been done for the test. 


HOSPITAL PREPARATIONS 


In the following week, the hos- 
pitals perfected their internal ar- 
rangements. Each employee and 
auxiliary worker was given a pass 
permitting entrance to the hospital 
grounds in case of emergency. This 
was necessary because the police 
had instructions that sightseers 
and curiosity seekers were not to 
be admitted to the grounds. 

A special situation was created 
at the tuberculosis hospital, be- 
cause Thursday afternoon is one of 
two weekly visiting days. Since 
hospital patients come from 23 
counties, many visitors drive a 
great distance. It would not have 
been good public relations to deny 
them entrance to the grounds 
should they arrive during the alert. 

A large parking lot behind the 
hospital, to be utilized { no way 
during the alert, solved the prob- 
lem. All visitors, when stopped by 
the police at the gate, were to be 
given pink passes. Scouts and hos- 
pital personnel directing traffic 
would send cars with these passes 
to the parking lot and request that 
occupants remain there until the 
alert was terminated. 

The hospital switchboard opera- 
tors prepared lists of all employees 
and their telephone numbers. When 
advised of the alert each depart- 
ment head was to call the adminis- 
trator immediately, giving him the 
names of all off-duty employees. 
The administrator would inform 
the switchboard operator so that 
she could call off-duty personnel. 


INTERNAL HOSPITAL PLANS 


The internal plan of the tuber- 
culosis hospital was: 

1. Disaster headquarters would 
be in the administrator’s office, ad- 
jacent to the switchboard and pub- 
lic address system. After the disas- 
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ter report, the administrator would 
proceed to his office to direct hos- 
pital operations. The assistant ad- 
ministrator would proceed to the 
first floor to coordinate operations 
and assist in receiving and proc- 
essing casualties. 

2. Traffic control would be reg- 
ulated by one man from the laun- 
dry and the Boy and Girl Scouts. 
Another man in the laundry de- 
partment and three men in engi- 
neering, with the male Red Cross 
aides, would report to the front of 
the building in the clinic area— 
this would become the admitting 
area—to act as stretcher bearers. 

3. The admitting area would be 
supervised by the assistant hospi- 
tal director; the director of nurses 
and two aides or practical nurses 
would assist him. Two office girls 
in the area would get information 
for the identification cards from 
the casualties. Cards would be 
filled out if there was time and the 
patient was not in critical condi- 
tion. 

4. Triage area No. 1 would be in 
charge of the medical director and 
assistant director of nurses and 
triage area No. 2 would be in 
charge of the surgical team. The 
housekeeping women were respon- 
sible for rolling the stretchers from 
admitting area to triage areas. 
Male hgusekeeping personnel 
would assist in lifting patients 
from stretchers to examining ta- 
bles and operating tables in triage 
areas. Prior to the arrival of casu- 
alties, the housekeeping depart- 
ment would make cots, blankets, 
and pillows available to receive 
patients. 

5. Wheel chairs and wheel 
stretchers would be taken by the 
nursing department to the admit- 
ting area; the department would 
also provide graduate nurses and 
aide coverage in all three areas 
during the entire alert. 

6. Emergency supplies would be 
dispensed by the storekeeper with 
two assistants, one of whom was 
to be in the storekeeper’s office at 
all times to answer the phone. 
They were to store all valuables 
collected from casualties in either 
the admitting area or the triage 
areas. 

7. All telephone calls into the 
hospital would go directly to the 
administrator; outgoing requests 
for materials, supplies, or person- 
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nel were to be made to the admin- 
istrator. He would instruct the 
switehboard operator on what calis 
to place. 

8. The laboratory and x-ray per- 
sonnel would remain at their sta- 
tions to perform their specific 
duties as required. 

9. Dietary personnel were not to 
be utilized because they would be 
needed to provide additional nour- 
ishment for the greater patient 
load in case of a real emergency. 

The tuberculosis hospital is al- 


ways full; casualties would there- 
fore be located in corridors and 
unused areas unless the actual dis- 
aster were so great that additional 
beds were required. In this case, 
tuberculosis patients that could be 
discharged would be sent home to 
make available additional emer- 
gency beds.* 

On the day of the disaster, there 
was no unusual activity of any 
kind. The administrator had a 

*A detailed copy of this disaster plan 


may be requested from State Tuberculosis 
Hospital, Paris, Ky. 
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radio in his office. tuned to the local 
radio station, 

At 1:30 promptly, a program of 
mountain music was interrupted 
by the tape recording announcing 
the practice alert. Then the an- 
nouncer instructed all hospital em- 
ployees and all auxiliary members 
to report to their respective hos- 
pitals immediately. The recording 
and instructions for personnel were 
repeated three times at five minute 
intervals. 


Timing, of our, alert..was as. fol- 
lows: jou bivew si 7 

1,..1;38... ..., . The,.civil, defense 
director advised the switchboard 
operator of a disaster at Hansley 
Mills with casualties expected at 
the hospital very soon. The oper- 
ator immediately advised the ad- 
ministrator, who announced over 
the public address system that a 
disaster alert was in effect. This 
signaled the hospital machinery 
into operation. 
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2. 1:41 ... Within three minutes, 
all department heads had reported 
to the administrator the names of 
off-duty employees, which were 
turned over to the switchboard op- 
erator. After notifying the admin- 
istrator of the alert, the operator 
phoned the auxiliary president, 
asking her to start contacting her 
members. 

3. 1:37... Police arrived at the 
entrance of the hospital and set 
up two-way radio communication. 

4. 1:39 . . . Girl Scouts arrived 
with their leader. 

5. 1:40 .. . The first carload of 
Red Cross male aides and first 
members of the auxiliary got to 
the hospital. 

6. 1:41... Boy Scouts arrived. 
Sirens were heard in the distance. 

7. 1:42 . . . First ambulance 
bearing casualties arrived. The 
surgical team had not reported as 
yet. 

8. 1:50 . . . Every employee of 
the hospital was on duty. We ad- 
mit that this record could not have 
been maintained for an unplanned 
alert. Some employees and volun- 
teer personnel had no telephones, 
but, knowing about the alert, had 
reported to the hospital automati- 
cally at 1:30. 

9. 1:52... Three station wagons 
with large Red Cross markings on 
the hoods arrived with additional 
casualties. 

10. 2:00 . . . Six additional sta- 
tion wagons and a school bus 
loaded with casualties had arrived. 

The assistant administrator in- 
formed the administrator that the 
surgical team had not arrived. The 
civil defense director was immedi- 
ately told of this. A few minutes 
later the administrator was ad- 
vised by the medical director in 
triage area No. 1 that the surgical 
team had not arrived. He then re- 
ceived a third message from triage 
area No. 2 stating that there were 
three critical casualties in that 
area with no physician attending. 

The administrator said he would 
attempt to get some members of 
the team to the hospital as soon as 
possible. In the meantime, the 
medical director was requested to 
leave the less serious cases in 
charge of the nurse in triage area 
No. 1 and proceed to the serious 
cases in triage area No. 2. 

The administrator again advised 
the civil defense director that if 
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additional physicians were not re- 
ceived immediately some casual- 
ties would probably expire. The 
director had learned from the civil 
defense medical officer that one 
team member was out of town, and 
the other two members were in 
emergency surgery in the general 
hospital. It was impossible to send 
additional physicians to the tuber- 
culosis hospital. 

The various parties concerned 
were advised of this fact by the 
administrator. Appropriate ar- 
rangements were made so that the 
more serious cases received medi- 
cal attention first, while the less 
serious, such as burns, were given 
first aid by registered nurses. After 
processing the patients through the 
first aid admitting area, the assist- 
ant medical director reported back 
to triage area No. 1 to complete 
processing those patients. 

At 2:15, the civil defense office 
advised that there would be no 
more casualties. There had been 
some confusion in the allocation of 
casualties; instead of the planned 
21 casualties, 30 casualties came to 
the tuberculosis hospital and only 
11 to the general hospital. Al- 
though this caused considerable 
congestion in the admitting area, 
it proved invaluable for giving the 
personnel experience. 


NEEDED: ONE DENTIST 


The medical director told the 
administrator that he required a 
dentist for a severe jaw fracture 
case. This had not been in the plan. 
However, it was good experience 
to see the result when the admin- 
istrator called the civil defense 
director, requesting a dentist im- 
mediately. Within 10 minutes a 
police cruiser arrived with the 
dentist. 

After the casualties had been 
given first aid and treatment, they 
were placed on stretchers, cots, or 
chairs in the corridors. At 2:45, 
the hospital director announced 
that all casualties had been proc- 
essed. The hospital administrator 
called the civil defense director 
for permission to give the all clear. 
The announcement was made over 
the public address system that the 
emergency alert was terminated 
and employees should return to 
their regular duties. 

After the bandages, splints, and 
catsup were removed, the hospital 
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served refreshments to the volun- 
teers, employees, and casualties, 
and a school bus transported the 
plant workers to the factory. 


MEETING NO. 4: ANALYSIS 


Immediately after the alert, key 
personnel gathered in the adminis- 
trator’s office to discuss what had 
happened. We decided that the 
dental society should have been 
included in the planning. The re- 
porting system on names and con- 
dition of casualties to the switch- 


board and administrator was also 
found to be faulty. The bottom 
parts of the tags were supposed to 
be torn off after information had 
been recorded on them concerning 
each casualty. These cards were 
to be brought to the administra- 
tor’s office so that information 
about the patients could be given 
to the press, friends, and relatives. 

These torn-off stubs were every- 
where but in the administrator’s 
office; they did not become avail- 
able to him until after the alert 
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was terminated. Finally, it was 
noted that civil defense authorities 
did not notify the hospitals of the 
approximate number of casualties 
to be expected. These problems 
were all mechanical in nature and 
could be easily corrected. 


TWO CRITICAL PROBLEMS 


The two most critical problems 
encountered during the disaster 
alert were the shortage of physi- 
cians, and the congestion at the 
admitting area when the bulk of 
the casualties arrived in a very 
short period of time. 

More satisfactory arrangements 
were needed for getting additional 
physicians in case of a real emer- 
gency. It would have been impos- 
sible for our two resident physi- 
cians to have processed the 30 
casualties that came through our 
admitting area as rapidly as they 
should have been processed. 

Previously we had decided that 
the medical officer would “arrange 
all doctors in the community into 
three-man teams, and assign them 
where needed, when the disaster 
occurred”. What he actually did 


was assign them to one of the two 
hospitals long before the alert was 
called. 

The only way to be sure that 
each hospital has a sufficient num- 
ber of physicians to cope with the 
increased patient load is to assign 
just one team to each hospital 
beforehand. All other teams should 
remain unassigned until the medi- 
cal officer has evaluated the type 
of disaster and types and number 
of casualties and the number of 
physicians available. 

Congestion in the admitting area 
can best be solved by first, having 
this room as large as possible (a 
minimum of 1200 sq. ft.) and sec- 
ond, having the first stop that the 
casualty makes be as far from the 
entrance door as possible. Then, as 
the casualties accumulate they will 
have the entire admitting area 
room to spread out in rather than 
completely obstructing the front 
door, which is what happened to 
us. 


IMPORTANT CONSIDERATIONS 


Important points to consider in 
planning an alert are: 


1. Give yourself a reasonable 
length of time to get ready—not 
so long that interest will lag but 
not so short that plans can’t be 
thought out and deliberately laid. 

2. Schedule the dates for all 
your meetings (not too many) at 
the beginning of your planning. 

3. Agree, and distribute in writ- 
ing, what is to be accomplished at 
each meeting. 

4. Be sure that those who are to 
participate in the alert are kept 
well informed by the planning 
committee. 

5. Be diplomatic, particularly in 
the initial stage, and do not step on 
the toes of civil defense. Planning 
an alert is their responsibility. 
Yours as hospital administrator 
commences when the first casualty 
enters your admitting area. 

We feel that we profited from 
our disaster alert. It should prob- 
ably be repeated at least once 
every year or two, so that we all 
continue to be familiar with our 
duties and responsibilities, and so 
new employees and volunteers can 
be initially trained in case of real 
disaster. = 
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FOR SALE 


PHYSICIANS OFFICE & RESIDENCE: 
combination in attractive Bucks County, 
Pa., community. Base for lucrative gen- 
eral practice for 26 years with little com- 
petition. Records included promise im- 
mediate income. Excellent hospital 
connections. Total cost $25,900. Robert H. 
Lippincott, Realtor, 16 W. State, Doyles- 
town, Pa. Fillmore 8-5012. 








PRESCRIPTION BLANKS: Six popular 
forms of prescription blank size 4% x 5%, 
lithographed in brown ink, padded in 
100’s. Some forms in duplicate with NCR 
(no carbon required) paper. Some forms 
with metric table of equivalents printed 
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from the Steck Company, Box 16, Austin 
61, Texas. 
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Have 250 GATCH BEDS, BED TABLES 
ETC. for sale, all good working condition. 
Montefiore Hospital, East 210th Street, 
Bronx 67, N. Y. Att. Mr. I. Jacobson. 


WANTED 


We are not looking for Salesmen but want 
YOUNG MEN WITH HOSPITAL, BUSI- 
NESS OR SALES ADMINISTRATION 
BACKGROUND, that we can train to pro- 
mote our products to hospitals and teach 
our distributor’s sales force how to sell 
them, Midwest and southern territories 
available. Must be willing to take a 4-6 
months training course, to relocate, and 
then travel. Salary and expenses, excel- 
lent future. Send full details and recent 
photo to HOSPITALS, Box J-83. 


POSITIONS OPEN 


EXECUTIVE DIETITIAN—ADA: (Fe- 
male). Challenging opportunity for mature 
experienced ADA dietitian who is career- 
minded. Applicants must be thoroughly 
acquainted with both administrative and 
therapeutic dietetic detail. Ability to pre- 
pare master and selective hospital menus 
a requisite. Ability to get along with 
people of prime importance. Selected 
candidate will travel extensively, but will 

based in Chicago area. Salary com- 
mensurate with ability and background. 
All replies held in strict confidence. Ad- 
dress HOSPITALS, Box J-81. 

















DIETITIAN: Prefer A.D.A. but not re- 
quired. Full time between two recently 
expanded 60 bed general hospitals located 
12 miles apart, new dietary facilities in- 
cluded. Easy driving distance to Madison, 
Milwaukee, Rockford and Chicago. Salary 
consistant with training and experience; 
six holidays; liberal personnel policies; 
Blue Cross & Physicians Service Avail- 
able. Send resume, including references, 
experience, date available and salary de- 
sired to Mr. Charles E. Welch, adminis- 
trator-Memorial Community Hospitals, 
Edgerton, Wisconsin. 
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CLASSIFPER/ ER TIS! 


NURSE, ASSISTANT DIRECTOR: Psychi- 
atrically trained nurse with Master De- 
gree for key position in expanding nursing 
program in dynamically oriented 1000 bed 
teaching mental health institute. Unlim- 
ited scope for person with administrative 
and teaching ability. Salary to $11,000 per 
year, depending on experience and quali- 
fications. Quarters available. Write to: W. 
C. Brinegar, M. D., Supt., Mental Health 
Institute, Cherokee, Iowa. 





ASSISTANT MEDICAL RECORD LIBRAR- 
IAN: 670 bed general hospital with large 
Out Patient Service. I.B.M., Terminal Digit 
and Soundex Procedures. Opportunity to 
supervise large staff. Liberal personne! poli- 
cies. Apply Personnel Director, Harper 
Hospital, Detroit, Michigan. 





ASSOCIATE DIRECTOR OF NURSING: 
416 bed—65 bassinet general hospital. All 
services. School of Nursing, Intern and 
Resident Program. Masters degree pre- 
ferred. Salary open, based on preparation 
and experience. Expenses paid for per- 
sonal interview. Forward detailed resume 
of training and experience to Mrs. Phyllis 
Loucks, Director of Nursing, Butterworth 
Hospital, Grand Rapids 3, Michigan. 





STAFF PHYSICAL THERAPIST: Willing 
to consider recent graduate. In and out- 
patient work. Well equipped department. 
Good starting salary. Write Ass’t Admin- 
istrator, Memorial Hospital, Casper, Wyo- 
ming. 





NURSE ANESTHETISTS: for 220 bed com- 
munity hospital. Working with private 
group. Two full time M.D.’s, four Nurses 
all Agents & Techniques. Modernization 
program going on. Two and one-half hours 
from Boston & New York. Write G. J. 
Carroll, M.D. William W. Backus Hospi- 
tal, Norwich, Connecticut. 





DIRECTOR OF NURSING SERVICE: Ex- 
perienced. For 230 bed general community 
hospital in suburban Pittsburgh. Progres- 
sively active nursing staff. Nationally ac- 
credited School of Nursing attached. De- 
gree in Nursing Administration desired. 
Excellent Opportunity. Contact Director of 
Nursing, Sewickley Valley Hospital, 
Sewickley, Pennsylvania. 





INSTRUCTORS with degree. Medical & 
Surgical Clinical. Nationally accredited 
School of Nursing in process of occupy- 
ing completely new facilities. Excellent 
opportunity. Contact Director of Nursing, 
Sewickley Valley Hospital, Sewickley, 
Pennsylvania. 





ADMINISTRATOR: Seeks challenge, pres- 
ent position 5 years. Experienced all 
phases-building-expansion-equipping- 
staffing organization and personnel pro- 
gramming-cost studies-staff-board-em- 
Ployee-public relations, etc. Response 
sought from progressive hospital only. 
Minimum salary acceptable $18,500. All re- 
— a Address HOSPITALS, 
ox J-84. 





REGISTERED NURSES for new 30 bed 
General Hospital located 30 miles north- 
east of New Orleans, Louisiana, on U.S. 
Highways 11/190. Salary commensurate 
with qualifications and experience. Send 
photograph, resume’, and date of avail- 
ability to: Thos. L. Qualey, Administrator, 
Slidell Memorial Hospital, 1125 East Hall 
Avenue, Slidell, Louisiana. 





MEDICAL RECORD LIBRARIAN for mod- 
ern 215 bed tuberculosis and allied pulmo- 
nary disease hospital, department in good 
order, cooperative closed medical staff, 
pleasant environment, 40 hour week, 7 
paid holidays, social security, liberal va- 
cation, policy, and sick leave. Send resume 
to Executive Director, Emily P. Bissell 
Hospital, 3000 Newport GapPike, Wilming- 
ton 8, Delaware. 





DIRECTOR OF NURSING: Position avail- 
able early fall at 230 bed voluntary gen- 
eral community hospital, JCAH accredited, 
expansion to 300 beds planned; NLN ap- 
proved School of Nursing; approved resi- 
dencies in Medicine, Surgery, Pathology; 
approved schools of laboratory and x-ray 
technology. Master’s degree in nursing 
service, experience as director of nursing 
required. Salary completely open. Liberal 
personnel policies. Apply Director, Malden 
Hospital, Hospital Road, Malden 48, Mas- 
sachusetts. 





DIETITIAN THERAPEUTIC, ADA REGIS- 
TRATION OR ELIGIBLE: Modern 254 bed 
JCAH approved San Francisco Bay Area 
Hospital. Modern Central Dietary Depart- 
ment, attractive salary and fringe benefit, 
including free meals, Blue Cross and 
laundering of uniforms. Attractive modern 
housing immediate vicinity. Apply: Con- 
rad K. Howan, Personnel Director, Eden 
Hospital, 20103 Lake Chabot Road, Castro 
Valley, California. 





BUSINESS MANAGER, ability to assume 
complete control of all office and credit 
procedures, 100 bed hospital. Contact: E. 
Augustin, Administrator, Tioga General 
Hospital, Waverly, New York. 





ADMINISTRATIVE ASSISTANT for Pub- 
lic Relations B.S.H.A. or equivalent hos- 
pital experience necessary. Capitol Hospi- 
tal, 35 beds, Milwaukee, Wisconsin. Ad- 
dress replies to: Milton Margoles, M.D. 
2733 East Newton Avenue, Milwaukee, Wis- 
consin. 





DIETITIAN: ADA member, Therapeutic 
or Administrative, for 325 bed hospital in 
western suburb 16 miles west of Chicago's 
loop. Well equipped Dietary Department. 
Regular hours. 1 month vacation and other 
liberal benefits. Salary :ommensurate with 
ability Apply Miss M. L. Schoeneich, 
Chief Dietitian, Memorial Hospital, Elm- 
hurst, Illinois. 





DIETITIAN—THERAPEUTIC: 253 bed 
J.C.H.A. approved general hospital, new 
kitchen and cafeteria. Send resume in- 
cluding experience and salary desired to 
Administrator, W. A. Foote Memorial Hos- 
pital, 205 N. East Avenue, Jackson, Mich- 
igan. 





OCCUPATIONAL THERAPIST: for 253 bed 
J.C.H.A. approved hospital. Will serve 
Medical-Surgical Patients, as well as those 
patients on our new 30 bed Mental Health 
Unit. Must have a degree. Salary com- 
mensurate with qualifications. Contact Ad- 
ministrator, W. A. Foote Memorial Hospi- 
tal, 205 N. East Avenue, Jackson, Michigan. 





DIRECTOR OF NURSING SERVICE: 242 
bed, general, accredited hospital. Experi- 
ence desirable. Excellent starting salary. 
Progressive policies. Write James G. Carr, 
Jr., Administrator, Memorial Hospital of 
Natrona County, Casper, Wyoming. 





REGISTERED MEDICAL RECORD LI- 
BRARIAN: 150 bed general hospital, with 
a 225-bed expansion program now under- 
way. Salary commensurate with experi- 
ence and ability. Apply: Hospital Admin- 
istrator, Holy Cross Hospital, 2700 W. 69th 
Street, Chicago 29, Illinois. 





REGISTERED MEDICAL RECORD LI- 
BRARIAN: for progressive medium sized 
hospital with small O.P. Dept. Opportunity 
to supervise willing staff in cheerfull sur- 
roundings. Liberal salary range. Apply with 
resume to William Joel, Assistant Direc- 
tor, Memorial Hospital, Phila. 28, Pa. 





PERSONNEL DIRECTOR: To organize and 
establish a centralized Personnel Depart- 
ment in a hospital which will have 253 
beds and 44 bassinets upon completion this 
summer of a large expansion and remodel- 
ing program. Candidate must have had 
good experience in this field. Degree de- 
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sirable. Salary open. Send detailed resume 
of training, experience and salary desired 
to Robert G. West, Administrator, W. A. 
Foote Memorial Hospital, 205 N. East Ave- 
nue, Jackson, Michigan. 


REGISTERED PHARMACIST for 60 bed 
general hospital in S. W. Colorado. Apply 
to Harry Clark, Adm. Southwest Memorial 
Hospital, Cortez, Colorado. 


OUR 63rd YEAR 
NOODN ARDS 
189 VWabash- Chicago, UL. 


RAndolph 6-5682 


Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, nursing 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution reorganizing or aug- 
menting its staff, brochures of those qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 








THE MEDICAL BUREAU 
M. Burneice Larson, Director 
900 North Michigan Ave. 
Chicago 11, Illinois 
To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an as- 
sociate, or the institution reorganizing or 
augmenting its staff, Burneice Larson of- 
fers the services of the Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, includ- 
ae countries outside continental United 
tates. 





POSITIONS WANTED 


HOSPITAL PUBLIC RELATIONS-FUND 
RAISING. Official of widely known hos- 
pital fund raising firm is severing connec- 
tion to become personnally available for 
direction of long range PR—financial pro- 
gram in hospital with expansion needs and 





producing brochures, organizing and di- 
recting campaigns. Intimate with hospital 
operation. Familiar with foundations, trust 
funds, legacies, insurance, security giving, 
cultivation of supporting constituency. Ad- 
dress HOSPITALS, Box J-85 





R.N. WITH JR. ACCOUNTING AND SEC- 

RETARIAL TRAINING desires to assist 

administrator for office experience in 

south central Wisconsin. Age 38. Write 
O. Box 14, Reedsburg, Wis. 





MEDICAL RECORD LIBRARIAN: Regis- 
tered, extensive experience, B.A. degree. 
Minimum beginning salary, $7200 annually. 
Available August 1, 1960. Address HOS- 
PITALS, Box J-80 





PICTURE CREDITS 


p. 17 (BOTTOM) Memphis Commercial Appeal 
(TOP) Baptist Memorial Hospital 


pp. 18, 19 Baptist Memorial Hospital 
p. 48 Robert McCullough 
p. 53 Robert McCullough 





mitted immediately upon request. plans. Twenty years experience writing, 





p. 117 Herb Topy—Photo Service 
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MORTON GROVE, ILLINOIS 


2m we sae 


Distributed and available in the 37 states east of the Rockies (except in the city of El Paso, Texas) through 


AMERICAN HOSPITAL SUPPLY CORPORATION 
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Parenteral Products Division, Evanston, III. 





University ticrofilns 


313 North First street 
Ann Arbor, Mich. 





stops promptly! 
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OXYCEL (oxidized cellulose, Parke-Davis) produces prompt hemosta 









in capillary and other small-vessel bleeding not controllable by con 
ventional surgical methods. Applied directly from container, OXYCEI 
readily conforms to all wound surfaces... shortens operative procedur 


and helps to prevent postoperative hemorrhage. 


practical forms for every surgical need 
Sterilized, gauze-type, 3” x 3” 8-ply pads, and 4” x 12” 8-ply pads 
Sterilized, cotton-type, 24” x 1” x 1” portions 
Nice elibAaem 4-ply, gauze-type strips, 5” x 1%”; 18” x 2”; 36” 


ind 3 yd. x 2”, pleated in accordion fashion. 


Sterilized, 4-ply, gauze-type discs, 5” and 7” diameter 


conveniently folded in radially fluted form 


Supplied Teminrethalelthl mu hme etiiions 
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